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FACTS EVERY DOCTOR SHOULD KNOW 
ABOUT THE MORTALITY IN 
APPENDICITIS.* 


By A. MURAT WILLIS, M. D., Richmond, Va. 
Professor of Surgery, Medical College of Virginia. 


In a paper read before the Medical Society 
of Virginia at the meeting held in October, 
1922, attention was called to the steadily in- 
creasing death rate from appendicitis. Since 
that time, more careful study of the subject 
has served only to impress upon me its tre- 
mendous importance and the necessity of hav- 
ing the medical profession take steps to at- 
tempt to reduce the appalling number of deaths 
annually chargeable to this condition. 

Some twenty years ago, during the early 
days of my medical career, discussions of ap- 
pendicitis and diffuse peritonitis were frequent 
in meetings of surgical societies. In 1908, 
however, Murphy announced the results of the 
application of his method of treatment of 
(diffuse peritonitis; and this, according to many, 
closed discussion of the question, so that it is 
now tabooed at meetings of surgeons. Un- 
fortunately, it would seem that we are far from 
having reached a satisfactory conclusion con- 
cerning appropriate treatment for the simple 
acute appendix or the more dreaded sequel, 
(diffuse peritonitis, as will be readily appre- 
ciated from the following figures. 

According to the vital statistics for the 
registration area of the United States, in the 
five-vear period, 1901 to 1905 inclusive, the 
annual mortality rate from appendicitis was 
11 per hundred thousand population. In the 
next quinquennial period it had increase: 
slightly, annually being 11.2 per hundred 
thousand. From 1916 to 1919, it had risen to 
12.4; in 1920, to 13.4; and in 1921, the amazing 
figure of 14.4 per hundred thousand popula- 
tion had been reached. Putting the popula- 
tion of the United States at 110,000,000, by 
the methods of treatment employed in 1901, 
12,000 persons would have succumbed to ap- 


*Read before the Medical Society of Virginia at its fifty-fifth 
annual meeting, held in Staunton, October 14-17, 1924. 


pendicitis; by our “modern” or “improved” 
method, the number is actually almost 16,000; 
indicating that the “improvement” has _ re- 
sulted in the annual sacrifice of almost 4,000 
lives. 

Nor is this the only evidence that there is 
something radically wrong with present-day 
methods of treatment of appendicitis as widely 
practiced. Ina series of patients observed dur- 
ing the years 1901-1905 inclusive and treated 
conservatively, Ochsner reported a mortality 
rate of 4.1 per cent from appendicitis. <A 
prominent Virginia surgeon recently stated 
that the mortality in appendicitis was 10 per 
cent; and last year, Gatch reported a series of 
‘ases treated by modern methods with a mor- 
tality of 8.7 per cent. 

It is appalling to realize that the annual 
deaths from appendicitis equal all from sal- 
pingitis, pelvic abscess, surgical diseases of 
the pancreas, spleen, thyroid, gall-stones, 
and ectopic pregnancy. The annual toll taken 
by appendicitis almost equals the combined 
total of intestinal obstruction, gall-stones, and 
gastric and duodenal ulcer. Impressive as is 
the actual number of deaths from appendi- 
citis, the figure gains significance when it is 
recognized that this number is taken from the 
most valuable of our population. Much is said 
regarding the mortality from cancer; thou- 
sands of dollars are expended in attempts to 
dliscover the etiology of this disorder and other 
thousands in attempts to educate the laity. 
Cancer takes its toll from the aged, 80 per 
cent of the deaths from this condition occur- 
ring in persons over fifty years of age. Ap- 
pendicitis affects chiefly those in the produc- 
tive period of life, 80 per cent of the deaths 
from appendicitis occurring in persons under 
50 vears of age. These facts should convince 
any except those of us who are so blind they 
will not see or so deaf they will not hear 
that all is not well in the treatment of ap- 
pendicitis. 

A number of explanations for this remark- 
able and inexcusable mortality in this disease 
might be offered. In our humble opinion the 
most important factor, however, is a lack of 
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uniformity in the teaching of this subject © 


throughout the United States. Great medical 
schools within a few miles of each other teach 
entirely opposite views. If the same difference 
of opinion existed among us in the handling 
and treatment of tuberculosis, diphtheria, 
lockjaw, etc., the same lack of progress would 
be shown to exist in those diseases. It is quite 
evident that this question will have to be 
settled by a commission composed of the lead- 
ing surgical teachers of this country and a 
more or less uniform standard in the treatment 
of this disease will have to be promulgated. 
The time is approaching when our Boards of 
Health will investigate a death from appendi- 
citis just as it does one from diphtheria today. 
If, in investigating a case, it is found that 
the mother or a member of a family has given 
home medication, consisting of cathartics, the 
dangers of this treatment should be explained 
to them and in this way protect others. If 
the family physician is responsible through 
carelessness or ignorance, his attention should 
be called to his failure. The surgeon already 
in reputable hospitals has to explain these 
deaths to his surgical colleagues. 


A few comparisons are not out of place. The 
cancer death rate is six times that of appendi- 
citis. Approximately 20 per cent of the can- 
cer deaths occur before the age of 50; 80 per 
cent of the appendix deaths occur before the 
age of 50; up to the age of 45 there are a 
few more actual deaths from appendicitis than 
there are from cancer. Think of what this 
means from an economic standpoint. In ap- 
pendicitis following operation and recovery 
the patient may expect permanent relief. In 
cancer following operation and survival the pa- 
tient is not usually so fortunate. The appen- 
dix is an easily accessible organ with which 
we can safely dispense. A large percentage 
of the cancers are located in inaccessible and 
vital organs, to say nothing of the tremendous 
percentage of recurrences after removal of the 
disease in accessible organs. 

If just a small fraction of the publicity that 
has been given cancer, tuberculosis and 


crippled children had been given to this sub- 
ject the benefits would be proportionately as 
great. 

In conclusion, I am perfectly aware of the 
much hackneyed expression that there are three 
kinds of lies; lies, damned lies and statistics, 
and that figures will prove anything. Not- 
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withstanding this, the fact remains that ap. 
pendicitis with its complications is one of the 
most serious conditions in surgery with an 
annual death toll of approximately 16,000 in 
a population of one hundred and ten millions, 
The percentage of increase has been about 11, 
per cent per year during the past twenty years, 
It behooves the medical profession to become 
aroused to the gravity of this situation a little 
in advance of the legislators of this country. 


DISCUSSION. 

Dr. Sruart McGuire, Richmond: I think Dr. 
Willis’ paper on the “Increasing Mortality in Ap- 
pendicitis” is a very timely and important one. [| 
have recently called attention to the same subject 
in two different articles, but Dr. Willis has presented 
the facts more clearly and dramatically than I was 
able to do. I think the present situation is largely 
due to the failure to teach the facts with reference 
to appendicitis properly to students in our medical 
schools and to the failure to instruct young prac- 
titioners on the subject in our medical societies and 
in our medical journals. 

Surgeons of my generation were born and bred 
in the briar-patch of appendicitis discussions. At 
that time a large part of the program of all medical 
meetings and a large number of pages of all medical 
jeurnals were devoted to the subject. Later, there 
naturally came a reaction and for some years little 
has been said or written on appendicitis. 

I think we should thank Dr. Willis for his paper 
because, unless something is done, the dearly earned 
experience of the past will not be transmitted to 
the doctors of the future. 

I have recently had a demonstration of how little 
some of the best of our recent medical graduates 
know about appendicitis. Two years ago I added a 
new assistant to my staff. He was a man of un- 
usual ability and had what would be supposed to 
be unusual educational advantages, as he had grad- 
uated in medicine at the University of Virginia and 
had spent a year as interne at Johns Hopkins Hos- 
pital. His first two weeks with me were very un- 
happy, as four or five acute cases of appendicitis 
came in and he absolutely failed to recognize the 
condition. The cases were so plain that the nurses 
would be making the preparation for immediate 
operation while he would be getting an elaborate 
history and ordering numerous laboratory examina- 
tions. He would follow these cases to the operating 
room in a somewhat critical spirit, because of what 
he considered failure to make a proper preliminary 
study. After he saw half dozen suppurating or gan- 
grenous appendices removed, he frankly admitted he 
did not know anything about appendicitis. 

I again congratulate Dr. Willis on his effort to re- 
vive interest in what to many of us is an old and 
almost exhausted subject, but which must be kept 
actively before the profession and public if we want 
to save lives which would otherwise be lost. 

Dr. J. E. Rawts, Suffolk: I don’t know of any 
subject that will impress the average surgeon as 
much as these cases. Several years ago I wrote a 
paper on “Time and Mortality,” referring to the neg- 
lected cases of acute appendicitis that were operated 
on. One hundred and fourteen reached the hospital 
within thirty hours from onset, and there was no 
mortality in the one hundred and fourteen cases; 
sixty three cases came any time ranging from three 
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days ‘o fourteen days, and out of the sixty-three 
cases ‘ight died. Sometimes the pain had been local- 
ized « week before coming to the hospital. In this 
paper I attributed this to neglect at some point. 
The | ne of demarcation was the hospital door. There 
seem. to be four classes who are responsible for 
this neglect before the patient is brought to the 
hospital: The neighbors coming in and advising 
the patient; then comes the family of the patient, 
who does not see the importance of the operation; 
then the patient himself, and then the family phy- 
sician. It does seem to me that if you cannot reach 
the family physician, you should be able to reach 
the public. The public is becoming educated. About 
the tirst thing a patient asks now when he comes 
into the hospital is, “Doctor, did I get here in 
time?” They seem to realize that time really does 
figure in the results they expect to get. I helieve 
if we would get this information in public schools 
and teach the ordinary symptoms of appendicitis, it 
would be a good plan. I knew a teacher in the 
schools in Norfolk to whom I gave a few symptoms 
oi typical appendicitis. I saw her several months 
later and she said her room-mate had an attack, and 
she diagnosed it, and she was taken to the hospital 
and operated on in less than twenty-four hours. 


I usually ask these patients if they have pain. They 
call it “indigestion,” and they say, “Yes” “Where 
did it begin?” “In my stomach.” “What part?” 
“Upper part.” “When did it start?” “Yesterday, or 
last night.” “Where is it today?” “On my right 
side.” And I tell you, I haven’t run across anything 
that will give a history of such a pain other than 
an attack of acute appendicitis. I really believe that 
you can diagnose fifty to seventy-five per cent of 
these cases over the ‘phone. If you can get the public 
te realize that you can save fifteen or twenty thou- 
sand a year by making early diagnosis, you have 
done a great deal toward decreasing the present 
mortality in appendicitis. I believe if you make a 
mistake you had better make it in favor of the 
patient, by operating early, it will only be a matter 
of a little time and money lost. If you delay opera- 
tion, it may cost the patient’s life. 


Dr. J. SHELTON Horstey. Richmond: This is a 
very important paper and should be presented before 
a joint meeting of the Society. The attention of the 
general practitioner as well as the surgeon should 
be called to it. If we can get the general medical 
profession to understand the significance of the 
fects that Dr. Willis brings out and then have public 
opinion behind them, the mortality rate will be 
greatly reduced. It is impossible to save patients 
when they are neglected and referred to a surgeon 
in the late stages of the disease, when they are 
saturated with sepsis and are practically moribund. 
I believe the suggestion made by Dr. 
Horsley is a good one. The surgeon has kept this 
information from the physician and I believe it 
should be brought to the attention of the general 
practitioner. 

Dr. — -—: This paper has brought out the fac‘ 
that early diagnosis and immediate treatment is 
very necessary, and I believe it should be talked 
about more, and this striking fact in regard’ to the 
mortality in appendicitis brought to the minds of 
as many people as possible. 

Dr. I first want to thank Dr. McGuire 
for the information he gave us in a previous meet- 
ing in regard to the symptoms of appendicitis. I 
believe the paper he read at that meeting saved my 
boy’s life. He had an attack one evening about 
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six o’clock and I told my wife I didn’t feel at all 
comfortable about his condition and that night he 
had chills. We sent thirty miles for a surgeon and 
he came in at ten o'clock the next morning. The 
boy’s temperature was normal, he did not have any 
tenderness of pain at all, you couldn't make him 
flinch. When the surgeon came he said: “I think 
you are unduly alarmed”; but I told him it was 
my boy and I thought something should be done 
at once. When he was opened up the fluid was 
eozing out and, I am certain, in a few hours the 
appendix would have broken. He had some nausea 
and vomiting, but no pain at all. 


Dr. A. M. SHOWALTER, Cambria: This matter has 
been very forcibly impressed on me. It has been 
my observation that, in order to help the patient, 
we often make the mistake of trying to relieve the 
patient of the pain without operation. I want to 
call attention to a case: I was called at two o'clock 
and was with the patient at four o'clock and advised 
an operation. He refused to be operated on, and 
wanted something for the pain and, when I told him 
I would not give him anything, he began to cry and 
I finally gave him a hypodermic of morphine. The 
next morning we operated and lost the patient. 

I want to mention another case: I was called out 
at eleven o’clock one night to see a man who had 
a history of having dysentery for a week. That 
evening at eight he had taken a severe pain and 
when I got there his temperature was 103, pulse 
110. I explained his condition to the family and 
they very bitterly opposed an operation and wanted 
me to give him something to relieve the pain, and I 
teld them I would do it under one condition, and 
that was that they promise to bring him to the 
hospital in the morning. The next morning tem- 
perature was 98, pulse 110, he had no vomiting nor 
nausea and felt fine. There was a little tenderness 
and very little rigidity, and I told the family I 
could hardly believe it to be the same patient. We 
went in there and found the appendix tucked up 
under caecum and the end sluffed off, and there 
was a little pocket of pus. 

It is my opinion that pafn is one thing that drives 
the patient to the operating room, and, if we re- 
move that, you put them in a position to neglect 
what should be done at once—that is, an operation. 
In other words, the indiscriminate use of narcotics 
for acute appendicitis cases has been responsible in 
my opinion for more deaths than perhaps any other 
known cause. 

Dr. Mtrat Richmond, closing the discus- 
sion: Many of the papers read in the Surgical Sec- 
tion this morning should have properly been read 
in the Medical Section. I feel that it is particu- 
larly true of the paper I have just presented. We 
will never be able to lower the mortality in certain 
acute abdominal conditions without first reaching 
the great body of the profession and through them 
the education of the public. I feel that, if a num- 
ber of medical papers were published in lay journals, 
a great deal of good could be accomplished. So much 
of the mortality in acute abdominal conditions is 
due to home medication, principally cathartics, and 
this can never be controlled until there is a thorough 
appreciation on the part of the mother and other 
members of the family that cathartics are absolutely 
contraindicated in the presence of abdominal pain; 
and, further, that, no life was ever saved because of 
a purgative in the presence of pain, but on the con- 
trary many lives have been lost through its ad- 
ministration. 


= 
Dr. | 
Ap- 
e. 
bject | 
ented 
was 
rgely 
rence 
dical 
prac- 
and 
bred 
At 
dical 
dical 
there 


4 VIRGINIA MEDICAL MONTHLY. 


THE EARLY DIAGNOSIS OF INTESTINAL 
OBSTRUCTION.* 


By L. G. RICHARDS, M. D., Roanoke, Va. 


The subject of this paper embraces a field 
so vast, being intimately associated with and 
having involvements with practically every 
organ in the abdominal cavity, that one could 
be easily led astray, were he not mindful of 
the more rational course and restrict himself 
directly to the title of the paper, “The Early 
Diagnosis of Intestinal Obstruction.” 


In all the domain of medicine and surgery 
there is no condition where an early diagnosis 
is of more urgent import. We may un- 
guardedly, now and then, allow an appendix 
to go on to perforation without seriously en- 
dangering the patient’s life: we may in gall- 
bladder conditions make a tentative diagnosis 
and await developments. We may even argue 
the question of a leaking gastric or duodenal 
ulcer, until Nature, for the time at least. saves 
the patient’s life. But in the case of intestinal 
obstruction, an early diagnosis is all important. 
It may mean, on the one hand, a simple sur- 
gical procedure; on the other, a serious major 
operation under most unfavorable cireum- 
stances. 

How are we to make an early diagnosis in 
intestinal obstruction? First. we must con- 
sider cause. We cannot intelligently draw 
conclusions or rule out this or that positively 
in a given case without thorough knowledge 
of cause and effect. 

The cause of ileus has been classified by 
many authors. I shall mention the one sug- 
gested by Ashhurst: First. advnamic obstrue- 
tion. that form due to bacterial toxins, result- 
ing in paralysis of the muscular tunic of the 
bowel: also from lesions in spinal cord. Second, 
dynamic obstruction, chiefly due to lead poi- 
soning. Third. occlusion by changes within the 
lumen of the bowel, such as fecal impactions. 
gall-stones or other foreign body: changes in 
the wall of the bowel, such as congenital mal- 
formations, or gradual oeclusion by a tumor 
or constricting cicatrix. Pressure from outside 
by tumors or neighboring organs. Fourth. 
strangulation of intestine by peritoneal bands 
or adhesions: intussusception, volvulus and in- 
ternal hernia. 

Again, we classify intestinal obstruction as 
acute and chronic, bearing in mind that 


*Read at the fifty-fifth annual meeting of the Medical 
Society of Virginia, in Staunton, October 14-17, 1925. 
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chronic intestinal obstruction may become 
acute, whereas, acute rarely become chronic. 

Siumptoms.—What are the symptoms of in- 
testinal obstruction? Text-books tell us they 
are well-marked, easily recognized. This | 
deny. They read alike: pain, vomiting. con- 
stipation, markedly increased peristalsis. visi- 
ble in thin abdominal walls. We all know this 
is true in the majority of cases and the ciag- 
nosis is easv: but there is another class of cases 
where the picture is all wrong: where the 
absence of one or more cardinal symptoms 
leaves us in doubt. However, by keeping in 
mind cause and effect, and by the process of 
elimination, we may in the majority of cases 
make a sufficiently early diagnesis to save our 
patient. 

Quite frequently it is difficult to determine 
its site, or to determine the nature of the ob- 
struction. 

According to Fitz, strangulation will be 
present in about thirty-five per cent of cases: 
intussusception thirty-five per cent. volvulus 
fifteen per cent, gall-stone eight per cent. stric- 
ture or tumors six per cent. He also states 
that acute obstruction is usually due to 
strangulation or intussusception, less commonly 
to volvulus. 

In intussusception the patient is usually a 
child; marked tenderness. mucus and bloody 
stools make the diagnosis easy. In volvulus, 
the diagnosis is not so easy: the patient is 
rarely under forty years of age: onset, acute: 
(listention, marked tenderness and rigid ab- 
dominal walls. 

Fecal obstruction is usually chronic and 
found in older subjects: fecal vomiting occurs 
late, if at all: a mass can be felt along the dis- 
tended colon: this, with history of case, makes 
diagnosis easy. Strictures resulting from 
syphilis, malignancy, tuberculosis or due to 
tumors, are chronic in nature, which can in 
due time be recognized. 

There is another form of obstruction with 
which we have to deal quite frequently— 
adynamic ileus, the result of sepsis. We fnd 
it in acute toxic poisoning. where the intesti- 
nal muscularis loses its motor activity. and in 
lesions of the spinal cord. 

Differential Diagnosis —We must distin- 
guish acute intestinal obstruction from acute 
enteritis with pain, intestinal paresis. tvm- 
pany and vomiting, acute hemorrhagic pan- 
creatitis, also acute diffuse peritonitis and 
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other less important conditions. Again the 
question arises, how are we to make an early 
diagnosis in intestinal obstruction / 

This paper will have served its mission if it 
carries home this one point, namely, that the 
patient’s life is more important than the diag- 
nosis. be it early or late; that with the means 
we have at hand today we should try to relieve 
our patient: if we fail within a reasonable 
time. our duty is clear—his abdomen should 
be opened and a positive diagnosis made later. 
The report of a recent case explains fully. 

Mr. B.. machinist, age 37, past history nega- 
tive save colicky pains in upper abdomen, com- 
ing on at intervals of every few weeks. cover- 
ing a period of about six months. These at- 
tacks had been diagnosed acute indigestion by 
the attending physician and relieved by large 
doses of salts. Patient retired feeling per- 
fectly well: at five o’clock in the morning he 
experienced severe pain in upper abdomen. He 
took his usual dose of salts, but grew worse 
and was sent to the hospital. Consultation, 
which was demanded, resulted in delay. The 


symptoms as seen at this time were shock, 


severe pain—which was continuous—midway 
between umbilicus and ensiform appendix, 
temperature sub-nermal, no distention, no in- 
creased peristalsis. Reflexes were norma! 
Urine normal. Consultation followed consul- 
tation: gall-stones was suggested as a possible 
explanation, gastric ulcer, actute pancreatitis: 
albdeminal pneumonia ef cetera. 

Operation was performed at 7 P. M. The 
abdomen was full of a dark, bloody exudate: in 
the left hypochondriae region we found an 
hour-glass condition caused by peritoneal 
band, thus explaining why, in previous attacks, 
large doses of salts relieved the symptoms. We 
had here a chronic condition becoming acute. 
Feur and a half feet of dark gangrenous gut 
was resected. His condition was hopeless at 
time of operation. 

It is far better to operate unnecessarily now 
and then. than lose a life, the result of delay. 


507 MacBain Building. 


DISCUSSION 

Dr. ———-: I think this is one of the most im- 
portant papers that has been read at this session. I 
see this every day, almost, and I know the mortality 
is reckoned by the time from the onsét to the opera- 
tion. This is one thing that should be taught to 
the general practitioner. That is where the responsi- 
bility lies—with the one who sees the patient first. 
Life is more important than diagnosis, and an effort 
should be made at once to find the trouble. 


Dr. Murat WIL.LtIs, Richmond: I am very much 
interested in Dr. Richard’s paper on the “Early 
Diagnosis of Intestinal Obstruction.” In recent 
years I have made a very careful statistical study 
of the mortality in acute abdominal lesions, and this 
is one of the few abdominal conditions in which there 
has been a slightly decreasing death rate during the 
past ten years. This decreasing mortality, in all 
likelihood, is due to the prompt diagnosis, early 
Surgical intervention and, in the more advanced 
cases, doing as little surgery as possible. Extensive 
operation in the late cases usually means disaster. 


DANGERS OF FREQUENT AND UN- 
NECESSARY EXAMINATIONS PER 
VAGINAM DURING LABOR.* 

By MILLARD B. SAVAGE, M. D., Norfolk, Virginia. 

The larger maternity clinics gave statistics 
of a morbidity rate ranging from 5 to 20 per 
cent in confinement cases conducted under the 
mest ideal and aseptic conditions. They have 
shown that puerperal sepsis increases directly in 
proportion to the number of vaginal examina- 
tions and other manipulations made during 
labor. which proves that there is always a 
deSnite risk and a real danger from vaginal 
examinations made during labor. 

The average obstetrical case, when conducted 
in the home, at its best is not satisfactory in 
relation to asepsis, and every internal exami- 
nation carries with it a potential danger of 
puerperal infection. 

If the morbidity rate in obstetrics can be re- 
duced to any degree by a limitation of internal 
examinations without increased danger in 
other ways to the mother or child, we should 
bend our efforts in the direction for that im- 
provement. Far too many vaginal examina- 
tions are made without due consideration as to 
what complications might arise, which would 
require interference of some nature: and when- 
ever an occasion for operative delivery does 
arise, it is a feeling of satisfaction to have a 
clean case rather than a potentially infected 
case upon which to begin the operation. 

Polak and Beck. in a study of 200 cases 
coming to Cesarean section, have shown the 
effect of vaginal examinations upon their mor- 
bidity rate. The morbidity rate for cases upon 
which abdominal and rectal examinations alone _ 
had been made was 28.8 per cent compared to 
52 per cent in the cases which had been ex- 
amined per vaginam., They also showed that 
the morbidity rate was reduced approximately 
half in cases which were examined in the hos- 
pital alone, compared to those examined out- 

*Read at the fifty-fifth annual meeting of the Medical Society 


of Virginia, in Staunton, October 14-17. 1924. 
1. Polak and Beck. Surg. Gyn. & Obs. 1922. P. 566. 
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side of the hospital and previous to admission. 
Their statistics concluded that early rupture 
of the membranes and hours of labor were fac- 
tors which increased the morbidity rate, to- 
gether with the greater factor of too frequently 
and carelessly conducted vaginal examination. 
The mortality rate in the same series of cases 
Was 3.3 per cent in the clean cases, and 14.6 per 
cent in the potentially and frankly infected 
cases. 

Polak? has quoted a record of 5,000 consecu- 
tive confinements which were attended by senior 
students in the Out-Patient Department of 
the Long Island College Hospital, of Brooklyn. 
in which there were no deaths from puerperal 
infection. No vaginal examinations were made 
and the progress of labor was watched by ab- 
dominal and rectal examinations. These statis- 
tics are significant of the fact that some of the 
danger of puerperal infection from too frequent 
and careless vaginal examination can be elimi- 
nated, and that such examination is not a mat- 
ter of routine necessity. If graduate students 
are able to conduct a series of cases with only 
rectal and abdominal examination by which 
to judge the progress of labor, and can obtain 
this result, the average physician should in a 
like manner strive to equal their enviable 
record, 

We have a regulation which governs the 
practice of midwifery, and it reads that, “Mid- 
wives are prohibited from making examina- 
tions by passing their fingers into the birth 
canal.” A physician is trained sufficiently in 
asepsis for making internal examinations, but 
we are also familiar with its dangers which are 
great enough to cause us to hesitate in making 
them. and to reserve the examination for the 
unusual case, rather than to make them rou- 
tinely. 

Prenatal examinations are desirable and im- 
portant because a diagnosis can be made in 
some cases, in which we can predict a slight 
prolongation of the labor because of various 
conditions, such as funnel pelvis, contracted 
pelvis, abnormal positions, twins, and fibroid 
uterus. These cases can be watched with a care- 
ful expectancy without the necessity of making 


frequent examinations in order to determine 


the cause for the arrest of labor. 

It is the prolonged cases of labor which are 
examined most often, and these are the very 
ones in which the dangers of puerperal infec- 
tion are increased. Approximately 25 per cent 


2. Polak. 


Gyn. & Obs. Monozraph. 1921. P. 74. 
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of all dry labors are prolonged, particul: rly 
the primiparous, and frequent examination in 
dry labors are the more to be avoided, bec: se 
both premature rupture of the membranes «ni 
hours of labor are predisposing factors to the 
incidence of puerperal infection. 

Where the membranes have ruptured re- 
maturely, the acid reaction of the normal ya- 
ginal secretion and its bactericidal power is re- 
moved, because the gradual escape of ‘he 
amniotic fluid substitutes an alkalinity which 
is said to favor the pathogenicity of the va- 
ginal flora, and this has been advanced a~ a 
possible explanation for the greater frequetcy 
of puerperal infection with premature ruptire 
of the membranes. 

Pre-existing infection of the birth canal con- 
traindicates vaginal manipulation, and cases 
may arise where a Cesarean section is indi- 
cated with an arrested labor which ordinarily 
would be delivered by forceps or version. In 
this case the danger of carrying the infection 
high into the uterine cavity would be very 
great, more so than with the Cesarean section. 
During a test of labor on this occasion. rectal 
and abdominal examination could be used to 
an advantage. 

How can we obtain the necessary informa- 
tion concerning the progress of labor without 
resorting to the routine vaginal examination! 
There are many men who have become very 
proficient in the use of rectal and abdominal 
examination, and these men found out from 
experience that the percentage of correct diag- 
noses increased steadily with the use of this 
method. Lankford? states two basic reasons 
for rectal instead of vaginal examination: 
1. “It is safer for the patient.” and, 2. “It is 
more convenient and time saving for the at- 
tendant.” 

By rectal examination, we can learn the 
condition of the cervix, the amount of dilata- 
tion, and the engagement or descent of the 
fetal parts. After a dilatation of four or five 
fingers. the fontanels and sutures are palpable. 
and one should suspect, if not diagnose. a pro- 
lapsed cord or placenta previa. Jegge* has 
brought forward a method by which he ceter- 
mines the dilatation of the cervix by means of 
measuring the height of the contraction ring 
in finger-breadths above the symphysis. He 
states that the os is fully dilated when the 
ring measures four finger-breadths. The con- 


3. Lankford. Southern Medical Journal, October. 1923. 
4. EK P. Davis. Progressive Medicine, September, 1920. 
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tract on ring is found by palpation of the 
rid¢. where the thin elastic segment joins the 
cont actile muscle of the uterine body. The 
dia: eter of the external os increases directly 
wit! the height of the ring and, when the con- 
tra: ion ring is not palpable above the symphy- 
sis. the external os will not be larger than a 
ha! dollar in size. We can keep close observa- 
tio, upon the fetal heart by means of ausculta- 
tics. and complications with fetal distress 
should be recognized very early. 

! he location of the fetal heart sound is often 
he!pful in that the point of maximum intensity 
moves lower with active progress in labor. 
During the latter stage of labor, the fetal 
heart sound usually becomes more distinct and 
is heard best very low upon the abdomen and 
on both sides directly above the symphysis. 
By combining the rectal and the external ex- 
aminations, we should learn enough as to the 
progress of labor in the average case, and by 
this means we can reserve the vaginal for the 
more complicated cases, such as placenta previa, 
accidental hemorrhage and arrested labors. 
And whenever we do make the examination 
which is considered necessary, we should do it 
with the most complete aseptic precautions and 
with full realization as to the danger which 
it carries. 

The following is a case report of a death fol- 
lowing puerperal sepsis. The first stage of 
labor was very much prolonged. during which 
time frequent and unnecessary vaginal exami- 
nations were made in the home. After ad- 
mission to the hospital. complications were 
found to exist which required intravaginal and 
uterine manipulations. which had to be done 
upon an already frankly infected case. This 
case prompted the writing of this paper. 

Hospital Clinic Case: Age twenty-three. 


Married eight years. Para 6. Family His- 
tory: Negative: Past History: Negative. 
Menstrual History: Negative. Obstetrical 


History: Four children living, ages of seven, 
six, four and two, respectively. One still birth 
in 1923; fetus was macerated. Was in labor 
several days. Patient had a miscarriage dur- 
ing latter part of 1923. Other labors were 
normal. Present pregnancy negative other 
than some edema of feet during the past month. 
Patient was estimated to be approximately at 
term. 

On admission the patient appeared to be in 
very active labor. She stated that the onset 
of labor pains dated nine days previous to 


VIRGINIA MEDICAL MONTHLY. T 


hospital admission. During that time she had 
been attended in her home by a physician who 
saw her each day and examined her per vagi- 
nam two or three times each twenty-four hours. 
She had not felt fetal movements for over three 
days and the membranes had ruptured five days 
before coming to the hospital. She complained 
of very much pain, mostly throught the lower 
abdomen. When examined she was found to 
be tender over the entire abdomen and the 
uterus was in a state of tonic contraction. 
Her temperature was 101.2° and pulse rate was 
100. No fetal heart sound could be heard and 
no fetal movements were made out. Rectal ex- 
amination was very painful. The head was 
dipping into the pelvis with two fingers dila- 
tation. and the softening of the cervix was vet 
incomplete. No cause for the arrest of labor 
was determined at this time. Inspection of the 
perineum showed a bichloride dermatitis ex- 
tending around the external genitalia and upon 
the inner surface of both thighs. 

A number 5 Voorhees’ hydrostatic bag was 
inserted under ether anaesthesia with 14 gr. 
of morphia and 1/200 gr, of hyoscine as a pre- 
liminary. Five hours later the bag was ex- 
pelled. and this was followed immediately by 
a precipitate delivery of the fetus, which ap- 
peared to be full term. The fetus was macer- 
ated and there was a foul odor present. Two 
hours later, the placenta was extracted manu- 
ally after other methods of delivery had failed. 
A Bandl’s contraction ring with its greatest 
thickness to the left and posteriorly was en- 
countered when the manual extraction of the 
placenta was attempted. Sufficient relaxation of 
the ring in order to extract the placenta was 
obtained under deep ether anaesthesia. after 
which an intrauterine douche of warm saline 
and 2 per cent iodine solution was given. 

At the termination of labor the patient’s 
temperature was 105.4° and the pulse rate was 
160. One hour after labor the temperature 
dropped to 103.4° and the pulse rate to 140. 
The patient appeared very toxic and was given 
1,500 ¢.c. of saline subcutaneously. 

First day after labor: During the night the 
temperature dropped below normal and the 
pulse rate remained up at 120. The white cell 
count was only 6,000, with 95 per cent of poly- 
morphonuclears. The patient complained of in- 
creasing pain through the entire lower portion 
of the abdomen, and a slight spasticity of the 
recti muscles was noted. She was given 30 c.c. 
of a 1 per cent mercurochrome solution intra- 
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venously. Within thirty minutes the patient 
began to bleed freely from the uterus and the 
uterine cavity was packed. 

Second day after labor: Patient was semi- 
conscious and the temperature had climbed to 
103.5° during the night. Pulse rate became 
fast and irregular. Five hundred c.c. of blood 
was transfused by the direct method, but pa- 
tient expired some hours later. 

Abdominal autopsy revealed an empty uter- 
ine cavity and a purulent pelvic peritonitis. 
Gross section of the uterus showed areas of in- 
fection and necrosis involving the entire wall 
in many places. 

Summary: The main points which were in- 
tended to be brought out in this paper are as 
follows: 

1. Vaginal examinations during labor carry 
with them a certain amount of danger from 
puerperal infection even when conducted under 
the most ideal and aseptic conditions. 

2. Too frequent vaginal examinations are 
made in prolonged and complicated cases. in 
which cases the danger from puerperal infee- 
tion is very much increased. 

3. The amount of information necessary con- 
cerning the progress of labor in the average 
obstetrical case can be obtained by rectal and 
abdominal examination. 

4. Vaginal examination should not be a mat- 
ter of routine, but it should be reserved for the 
unusual case, and the number of examinations 
should be reduced to a minimum and should 
be conducted under the most strict asepsis. 

4100 Fairfax Avenue. 

DISCUSSION. 

Dre. L. M. ALLEN, Winchester: The subject of 
vaginal examinations is a very old one, but discus- 
sion of it is valuable because of the fact that they 
are being frequently, and, generally speaking, un- 
necessarily, employed. Diagnosis of abnormal con- 
ditions should be made before labor. It is seldom 
now that obstetric cases are seen for the first time 
when in labor. They usually come to the physician 
early, and all abnormal conditions should be recog- 
nized before labor begins when danger of infection, 
if vaginal examination is necessary, is not so great. 
The danger of vaginal examination has been thor- 
oughly demonstrated. Generally speaking, the vagi- 
nal canal does not contain pathogenic bacteria. It 
is ordinarily safe from them unless they are intro- 
duced from without by the examining finger. I 
should like to emphasize what has been already 
stated, the absolute lack of necessity for vaginal ex- 
aminations. In my own experience I have made 
vaginal examinations in only about one per cent of 
my cases, and even those who come to operation fre- 
quently do so without vaginal examination. Hands 
which have been properly educated in abdominal pal- 


pation can recognize everything which could be 
recognized by vaginal examination. Practically 
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everything except the amount of dilation of the er. 
vix can be determined without it. Now, what | oes 
it matter whether the cervix is the size of a_alf- 
dollar, a dollar, or, as is sometimes said, two dol! irs! 
The progress of labor does not depend upon the ila- 
tation of the cervix. If there is no other trouble and 
the uterine contraction is good, and it is as a - ule, 
it is my experience that, unless there is mecha! ical 
obstruction, the uterine contractions will be © ‘ec. 
tive. So, what difference does the size of the ce:vix 
make? All vaginal examinations to find this out are 
unnecessary. Practically everything recognize: by 
vaginal examination can be recognized by abdom na] 
and rectal examination. Dr. Savage brought out this 
subject well in his paper. I feel that it is very im- 
portant. 

Dr. MILLARD B. SAvaGE, Norfolk: In closing, | 
wish to thank Dr. Allen for his kind remarks. |] 
feel that if we can reduce the mortality rate from 
puerperal sepsis, which is estimated as high as fifty 
per cent of the total mortality from child birth, we 
will have done a great deal. 


A STUDY OF THE ETIOLOGY OF HEART 
DISEASE IN VIRGINIA. 


A Preliminary Report.* 


By J. EDWIN WOOD, Jr., M. D., 
and 


THOMAS DUCKETT JONES, M. D., 
University, Va. 


Hoping to obtain a better impression of the 
causes of heart disease in Virginia, we started 
a clinical study of this subject at the Univer- 
sity of Virginia Hospital one year ago. From 
October 1, 1923, to October 1, 1924, 150 cases 
of definite organic heart disease, coming 
through the medical wards and medical out- 
patient department of this hospital, were etio- 
logically classified. A few private room cases 
also appear in this series. This does not repre- 
sent the total number of heart cases occurring 
in this hospital for the year but a majority of 
such a number which we have seen personally 
and investigated by history, physical examina- 
tion and laborator Vv methods. 

Only the cases presenting the cardinal signs 
and symptoms of organic heart disease have 
been included in the study and the “nervous 
heart” and functional rhythm changes, includ- 
ing paroxysmal tachyeardia, have not been con- 
sidered unless accompanied by organic heart 
(lisease. The number of cases is not yet suff- 
ciently large to iron out the errors in such an 
attempt but the personal study given each 
case we believe offsets this to a large degree 
and makes this preliminary report of some 
value at least in outlining a program for the 
prevention of heart disease in our State. 

*Read before the fifty-fifth annual meeting of the Medica! 
Society of Virginia, in Staunton, October 14-17, 1924. 


From the Department of Internal Medicine of the University 
of Virginia. 
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‘Te etiological analysis of the cases here 
presvuted is based entirely upon the classifica- 
tion of heart disease suggested by White and 
Myers This method is founded upon their 
ow! experience in the Cardiac Clinic of the 
Ma--achusetts General Hospital and upon the 
wrings of Mackenzie, Lewis and Cabot. We 
wil, outline briefly the different groups into 
wh ch our patients have fallen. 

i. The Hypertensive group here includes the 
cases in Which continued high blood pressure 
has caused cardiac hypertrophy. Congestive 
failure may occur when the myocardium be- 
comes fatigued or when cardiosclercsis occurs 
with advancing age, or in the event of infec- 
tion or added uremia.” 


TABLE I. 
AN ETIOLOGICAL STUDY OF HEART DISEASE IN VIRGINIA. 
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without other cause and occurring with proved 
syphilis. 

V. Thyroid heart disease is characterized by 
cardiac hypertrophy often showing auricular 
fibrillation, not infrequently paroxysmal, oc- 
curring with chronic hyperthyroidism. 

VI. There were three cases of congenital 
heart disease indicating by history and physi- 
cal examination some cardiac malformation 
since birth. 

The first table (Table 1) indicates the num- 
ber and percentage of the cases falling into the 
groups above described with sex, race and age 
tabulations for each division. A correction 
must be made in interpreting this table. For 
the two vears ending June 30, 1923, the ratio 


Occurrence in 
150 Clinical White 


Cases 


Negro Male Female Av. Age 


Groups | 
No. | %of} No. | % of | 


| 


No. | %of | No. | %of| No. | Gof 


Cases | Total | Cases | Group) Cases | Group| Cases | Group] Cases | Group, Male |Female 


| a4 32 62.8 


Hypertensive... 


N 

w 


19 | 


49.1 26 50.9 


Arteriosclerotic ....... 


10 25 


44.2 


VI Congenital... 3 2 


II. Arteriosclerotic heart disease is the re- 
sultant of coronary sclerosis and fibrosis of the 
myocardium, syphilis having been excluded. 

III. The Rheumatic heart disease group 
represents the cases associated with a previous 
history of rheumatic fever, chorea or chronic 
tonsillitis and also the individuals with mitral 
stenosis though no de‘inite history of previous 
rheumatic infection can be obtained. 

IV. The Syphilitic group comprises the cases 
of aortic regurgitation and aortitis (with or 
without aneurysm) and myocardial disease 


of white to negro admissions in the University 
of Virginia Hospital was as 3 to 1. With this 
correction our study indicates a greater inci- 
dence in the negro than in the white. This 
seems to be substantiated by the death rate 
from heart disease in Virginia for 1921 which 
was 172.6 per 100,000 negroes and 122.5 per 
100,000 whites.’ A larger series than ours will 
be necessary to indicate accurately race inci- 
dence. Males preponderate slightly over fe- 
males in the total series this being due to the 
distinctly greater number of males in the 
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arteriosclerotic group. There were certain other 
findings of interest in each group that can be 
briefly summarized here. 

Grove I.—Hyvervrensive.—The left border 
of cardiac dulness in all but five of the fifty- 
one cases in this collection was 114 cm. to 514% 
cm. outside the midclavicular line. In the ex- 
cepted five cases examination was unsatisfac- 
tory because of obesity. Two of the five were 
long standing cases of hypertension, two had 
congestive heart failure, and one presented a 
very large heart at autopsy. Of the fifty-one 
hypertensive cases twenty-four showed conges- 
tive heart failure-and two gave de‘inite his- 
tories of paroxysmal heart paint (angina pecto- 
ris). All except eight of the fifty-one cases had 
systolic blood pressures of 170 mm. of mercury 
or greater, and diastolic pressures of 100 mm. 
of mercury or greater. Of the eight cases 
with relatively low blood pressures four showed 
previous manometer readings of 200 mm. of 
mercury or over, by our records, three had 
definite histories of previously high blood 
pressure figures, and one had pronounced car- 
diae hypertrophy at thirty-three vears of age 
without evidence of syphilis, valve lesion or 
adhesive pericarditis and a blood pressure of 
160 systolic and 92 mm. of mercury diastolic 
pressure. Clinically, forty-nine of this hyper- 
tensive group seemed to have normal rhythm 
(or often with premature beats) and two 
auricular fibrillation verified by electrocardio- 
gram. Twenty electrocardiograms were 
recorded. two showing auricular fibrillation, 
one partial heart block not due to digitalis 
and one right bundle branch block. the remain- 
der showing left axis deviation, ectopic beats 
or normal rhythm. Chronic nephritis was 
demonstrated in forty of the fifty-one cases, 
the remaining eleven cases having either “es- 
sential” hypertension or doubtful chronic ne- 
phritis. All of the cases had negative Wasser- 
mann reactions except in two instances in 
which this test was not done. These two had no 
history or physical evidence of lues. Without 
doubt a number of the cases in this group also 
had cardiosclerosis. We have, however, made 
an effort to include here the cases with cardiac 
hypertrophy due to long standing high blood 
pressure. Cardiosclerosis appears as an added 
affection often occurring as a contributory 
cause in the production of congestive failure. 

Grovp IT.—Arrerioscierotic.— Twenty-four 
of the forty patients studied in this division 
presented a left border of cardiac dulness 11 
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cm. or more outside the mid-clavicular | ne, 
while the remainder were normal in size or 
slightly enlarged to physical examination, 
This collection showed a distinctly sma) er 
heart on the average than the hypertens ve 
group. Congestive heart failure occurred in 
eighteen cases, anginal heart failure in ei. ht 
cases and a combination of both in two ca.es, 
Seven of those with anginal failure gavi a 
conclusive history of paroxysmal heart p:in 
(angina pectoris) and five of these were «b- 
served during attacks. Of the seven cases of 
angina pectoris all were whites. Although we 
have several times seen marked coronary sclevo- 
sis in the negro heart at autopsy, we can recall 
no instance of paroxysmal heart pain occurring 
in the clinical histories of these cases. ‘This 
requires further stady. A systolic blood pres- 
sure of over 170 mm. of mercury occurred once 
in Group II and only three cases had as high 
as 170 mm. of mercury systolic blood pressure. 
All Wassermann reactions were negative ex- 
cept three not taken and one positive. Two of 
the three not taken had auricular fibrillation 
with no evidence of Ines and the third died in 
uraemia, at seventy-eight vears of age, with 
no indication of syphilis. The one positive 
Wassermann in this group had auricular fibril- 
lation before he acquired a primary luetic 
lesion. Clinicaily, there were sixteen cases of 
auricular fibrillation, ten of these being veri- 
fed by electroecardiogram. Of the twenty-nine 
electrocardiograms recorded, ten were inter- 
preted as auricular fibrillation, three partial 
heart block and five showed marked aberration 
of the Q RS complex, three of these five having 
right bundle branch block. From the fore- 
going data it will be seen that heart pain and 
abnormalities of cardiac rhythm are more com- 
mon in this group than in Group T. 

Grove IT indicates 
that all but five of this group gave a history 
of previous rheumatic infection. All cases of 
valvular heart disease were diagnosed by dias- 
tolic murmurs typical of the lesion in question 
except of course the three cases of mitral re- 
gurgitation. Both cases of so-called rheumatic 
myocarditis. possibly better termed carditis. 
presented inversion of the “T” wave in all 
leads of the electrocardiogram in the absence 
of digitalis administration. One of these had 
congestive failure following two attacks of 
rheumatic fever; the other has been followed 
one year and has had acute pericarditis and 
two attacks of paroxysmal auricular fibrillation 
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in tis time. Congestive failure occurred in 
elev 1 of the thirty-four rheumatic cases. Only 
one positive Wassermann appeared in this 
gro p, this occurring in a typical case of mitral 
ste! sis Without aortic regurgitation or X-ray 
ev) ence of aortitis. Two cases failed to have 
W.-sermann tests recorded but both had mitral 
ste osis and a clear history of rheumatic fever. 
‘Tl v were seventeen and twenty-four years of 
age respectively. Clinically, there were three 
ca-es of auricular fibrillation besides two cases 
of paroxysmal auricular fibrillation, all veri- 
tie by electrocardiograms. The remainder 
clinically apparently showed normal rhythm 
or premature beats. However, out of nineteen 
electrocardiograms recorded, five were inter- 
preted to be auricular fibrillation (already 
mentioned above), four partial auriculo-ven- 
tricular heart block, one transient sino-auricular 
heart block, one right bundle branch block, and 
two with abnormal “T” waves not due to 
digitalis. The remaining six showed normal 
rhythm or ventricular premature beats. 


TABLE II. 


| 
Rheumatic Group ITI | No. Cases 


History of Rheumatic Fever and Tonsillitia 21 
Chorea... | 3 
‘hronic Tonsillitis. 5 

No Previous Rheumatic History 5 
Mitral Stenosis... feat 15 
Mitral Regurgitation. 3 
Aortic Stenosis and Regurgitation 2 
Aortic Regurgitation... 
Aortic and Mitral Disease. s 
Myocarditis... 1 
Acute Pericarditis and Myocarditis 1 


During the entire year of study only one 
case of sub-acute bacterial endocarditis came 
under our observation. Streptococcus viridans 
was recovered by blood culture repeatedly in 
this instance. The patient was afflicted with 
rheumatic heart disease and mitral stenosis of 
long standing before this fatal affection set in. 

In the Syphilitic Group the Wassermann 
tests were all positive with one exception. 
This one gave birth to a child with congenital 
lues shortly before coming into the hospital 
for study. This, in addition to her rapid im- 
provement under anti-luetic treatment, caused 
us to classify her aortic regurgitation as luetic 
in origin. There were eight cases presenting 
the signs of aortitis and aortic regurgitation, 
three of these showing X-ray evidence of 
aortitis and one an aortic aneurysm. The other 
two cases were diagnosed luetic myocarditis. 


192° VIRGINIA MEDICAL MONTHLY. 11 


Three of the aortitis patients gave a history 
of high substernal pain, one of these dropping 
dead at the age of thirty- five. One of the cases 
of myoc arditis had praecordial pain with radia- 
tion down the left arm on exertion. Three of 
the four electrocardiograms in Group IV in- 
dicated normal rhythm while one apparently 
showed auricular standstill with idio-ventri- 
cular rhythm, possibly due to overdosage with 
digitalis. 

Four thyroid hearts have been studied. The 
history suggested long standing hyperthyroid- 
ism in each case and the basal metabolic rate 
was greater than +40 per cent of the normal 
in each. One had paroxysmal auricular fibril- 
lation, one established fibrillation, and two nor- 
mal rhythm, all verified by electrocardiogram. 
All gave evidence of cardiac enlargement by 
physical examination. 

Three suspected congenital hearts have been 
here included. Two were thought to have some 
interventricular septal defect and one patent 
ductus arteriosus. In one of the first two and 
in the latter marked right axis deviation by 
electrocardiogram was present. 

Of the eight unclassified cases four gave evi- 
dence of marked cardiac enlargement probably 
due to chronic adhesive pericarditis. Three in- 
stances of aortic regurgitation remain un- 
classified etiologically, as well as another case 
of unexplained cardiac hypertrophy with con- 
gestive heart failure. 


CoMMENT 


Hypertensive heart disease is the commonest 
form of heart disease in this study. Fahr° 
believes this to be generally true and estimates 
that 50,000 people in the United States die 
from this cause yearly. 

We are unable to ascertain the incidence of 
rheumatic heart disease in other Southern states 
as no similar etiological studies of heart dis- 
ease have appeared in the literature of the past 
five years. However, a recent study by Faulk- 
ner and White,’ with one addition by our- 
selves, shows the percentage of total medical 
cases of rheumatic fever or chorea entering 
representative hospitals of four Southern states. 
The University of Virginia Hospital shows a 
distinctly higher percentage of these two af- 
fections than three other Southern hospitals 
and a little more than half of that given by 
the Peter Bent Brigham Hospital, of Boston. 
Cabot’s rheumatic heart disease group is about 
twice as large as ours as it should be if the in- 
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TABLE IIIé 


Percentage 


Average Annual/Average Annual|Average Annual} Total Medic 


Hospital Years Medical Cases of Rheu- Cases of Cases of Rhe 1- 
Admissions matic Fever Chorea matic Fev 


and Chore. 


Peter Bent 


Boston... 1918-1922 


2,480 22 9 1.3 


july, 1922 
to 
July, 1923 


Hospital of the University of 
Pennsylvania, Philadelphia, 
Pa 


1,518 10 


Charity Hospital, New Orleans... 1920-1923 


5,349 17 11 4 


Baptist Memorial Hospital, 


Memphis, 1920-1923 


3,073 3.5 3 ae 


University Hospital, Augusta, Ga.} 1918-1923 2,500 1 1 .08 
University of Virginia Hospital, June, 1921 
University, Va......................-.. to June, 1923 1,384 4.5 3.5 .58 


TABLE IV 


Massachusetts General Hospital, Boston 


bot? Hamilton® 
Boston City Hospital 


Cases—Per cent. 
1910-1914 


Occurrence in 600 Clinical 


Occurrence in 356 Clinical 
Cases—Per cent. 
1920-1922 


Occurrence in 126 cases 
post mortem 
1896-1905 


Nephritic.... 19 
0 
8 


cidence of rheumatic fever and chorea parallels 
rheumatic heart disease in Massachusetts and 
Virginia. 

Some may think that our study should indi- 
cate a higher percentage of syphilitic hearts. 
A higher incidence would have occurred, we 
believe, if all the patients from the Department 
of Syphilology had been studied. We purpose- 
ly avoided the invasion of any one department 
for our material and accepted only the cases 
coming through and referred to the medical 
service. 

Table IV summarizes two other etiological 
classifications of heart disease and has been 
included here for comparison. 
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DISCUSSION. 


Dr. J. M. HurcHeson, Richmond: This paper is 
very interesting, in that it gives a useful idea of the 
etiology of heart disease here with us. We have 
been depending too largely upon the statistics de- 
rived from places where conditions are different from 
ours. The incidence of rheumatic heart disease, for 
instance, varies in different climates, being higher 
in the north than with us. I wish I could state 
what our experience in Richmond has been, but I 
have not the exact figures at my command. We 
classify a larger percentage as luetic cases. We have 
more of these cases, because of our larger colored 
practice, who show a higher incidence of syphilis 


5. G. 


12 
[A ri, 
tha 
scu 
| oft 
| Wa 
nos 
the 
dia 
= of 
wo 
fur 
gre 
| noi 
do 
du 
of 
| da! 
| | 
we 
jus 
cas 
He 
Groups — | 
mie 
2 13 7 
fai 
19 7.5 ye 
5.4 an 
5.4 mi 
pe 
pil 
in: 
ob 
fai 
sil 
sh 
gr 
of 
ap 
pr 
ag 
m 
ce 
al 
te 
m 
la 
ra 
Si 
be 
di 
dc 
bl 
Sa 
ti 
XUM 


1925 


than .e white. When we get a positive Wassermann 
and ‘ve etiology of the heart disease is a little ob- 
scure. We are apt to put the case down as luetic when 
often it is an arteriosclerotic heart with positive 
Was: rmann, 

Ve have been too easily satisfied with a diag- 
nosi- based on some anatomic defect, particularly of 
the -alves, and too often content to recognize car- 
diac failure regardless of its cause. No diagnosis 
of «.rdiae disease is complete unless it includes a 
wor ing idea of the origin of the trouble, the ana- 
tom « changes that have taken place with resulting 
fun (ional derangement, whether or not the process 
is ‘rogressive and the manner in which it pro- 
gre-ses. This means, of course, a careful considera- 
tion of etiology. 
believe there are many infections which we do 
not now think of as involving the heart, which really 
do, and these are responsible for cardiac failure more 
frequently than is thought. I recently saw two cases 
wit!) undoubted evidence of structural involvement 
due to rather mild sinus infections. Any infection 
of the upper respiratory tract may cause cardiac 
damage. If we are to make any progress toward the 
prevention of cardiac disease it is necessary that 
we pay closer attention to its initial phases. 

Dr. T. D. JoNES, University: I would like to add 
just a word further about the rheumatic group. Two 
cases I will cite. One, age thirty-nine, was admitted 
from our out-patient department with glycosuria. 
Her carbohydrate tolerance was almost normal. On 
routine examination, we found nothing other than 
a mild diabetes. A history of two attacks of rheu- 
matic fever made us suspicious and we made an 
electrocardiogram, which showed a flat “T’ wave in 
lead I and inverted “T’ waves in leads II and III, 
the patient having had no digitalis. The patient 
came back in about a month with congestive heart 
failure. Another case was that of a girl seventeen 
years old. She had had rheumatic fever at five years 
and was apparently just recovering from an attack 
of rheumatic fever when admitted. A mid-diastolic 
murmur was heard over the apex of the heart by 
some and not by others. Electrocardiogram showed 
definite partial auriculo-ventricular block, not sus- 
pected clinically. The patient went out of the hos- 
pital with minute instructions as to method of liv- 
ing. I would like to impress upon everyone that in 
obtaining any routine history, we should get the 
facts as to whether there has been any chorea, ton- 
sillitis or rheumatic fever and, if there has been, we 
should suspect rheumatic involvement of the heart. 

Dr. J. BOLLING JONES, Petersburg: In the rheumatic 
group we have had only five cases among members 
of the colored race. In the routine examination of 
applicants for the service in the first draft, com- 
prising men from eighteen to twenty-one years of 
age, the examination of the teeth was stressed. Many 
men got out of the service because they did not have 
certain teeth. The poor negro did not get out at 
all for this reason, because a negro always has good 
teeth. It is a remarkable fact. We find in the 
mouth of practically every white man of this age a 
large percentage of defective teeth, but it is very 
rare to find any in the mouth of a colored man. 
Since we know that there is a definite connection 
between mouth infections, throat infections and heart 
disease, particularly in the rheumatic group, this 
probably explains why rheumatic hearts, as a rule, 
do not occur in members of the colored race. Proba- 
bly this difference in the two races is explained, in 
so far as mouth and throat infections bear a rela- 
tion to heart disease. Teeth decaying in early life 


VIRGINIA MEDICAL MONTHLY. 13 


are especially rare in the negroes, and they are thus 
protected from rheumatism. 

Dr. WM. R. JONES, Richmond: What Dr. Jones 
has just said brings up a question deserving future 
consideration in regard to the rheumatic heart. We 
have made a study of rheumatic heart disease and 
conditions causing it in order to clear up the obscur- 
ity surrounding it. In the negro race we have a 
large percentage of heart disease. We have just 
heard that negroes have a small percentage of bad 
teeth. Of course we know the relationship between 
bad teeth and rheumatism. Our experience in this 
matter is apparently contradictory. The white race 
with a small percentage of heart disease has a rela- 
tively larger per cent, due to infection. In the 
negro race we observed many people engaged in 
laborious occupations. *These are very subject to 
heart disease. Gonorrhoea is often the cause of 
heart disease in this race, ‘and of course cases of 
acrtic disease are often syphilitic. It would be wise 
to study the subject in relation to specific rheu- 
matism. 

Dr. J. EDWIN Woop, University, closing discussion: 
The term “rheumatic” seems to be somewhat confus- 
ing. I should like to repeat the definition of rheu- 
matic heart disease already read. A study of the 
pathology of rheumatic fever by Swift indicates that 
heart disease is only one important manifestation of 
this infection and that while the Aschoff body is a 
characteristic finding in the heart muscle, similar 
focal lesions may be found elsewhere in the body. We 
do not know certainly the agent causing rheumatic 
fever, but there is evidence to show that it may be 
a streptococcus infection. 

I agree with Dr. Hutcheson that we do not clearly 
understand acute infectious disease as a cause of 
eardiac damage. 


NECROPSIES AS AN INDEX OF 
EFFICIENCY OF TREATMENT.* 

By LOUIS B. WILSON, M. D., Rochester, Minnesota. 

The physician in his professional work is 
called on to diagnose and treat two types of 
human ailments: those which do not threaten 
the life of the patient, and those which do en- 
danger his life. In the first type, the physi- 
cian, in his efforts to relieve pain, to restore 
the patient to health more quickly, and to pre- 
vent the development of chronic diseases of 
vital organs which may in the end either per- 
manently impair the health, or through exacer- 
bations endanger life. may often be aided in 
his diagnosis, and not infrequently in his treat- 
ment of the case, by laboratory procedure. It 
is not my purpose here to discuss these phases 
but rather to take up those considerations per- 
taining to the improvement of the. physician’s 
judgment in diagnosis and treatment in the 
second type of ailments. namely, those in which 
the patient’s life is endangered. 

Every physician, when he graduates from 
medical school, is equipped with a fair general 


*Read before the Seaboard Medical cae, of Virginia 
and North Carolina, December 4, 
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knowledge of the beginnings, progress, and 
termination of the important diseases of man- 
kind. These are based on a working knowl- 
edge of the principles of anatomy, physiology, 
chemistry, and pathology. He has obtained his 
best working knowledge of anatomy in the dis- 
section room, and of pathology, in the morgue, 
the museum, and the laboratory. He has his 
journals and his text-books by which he can 
extend his knowledge in all fields so far as is 
possible by reading. In most states, besides 
this scholastic equipment, he must also add a 
year of practical work in a hospital before he 
is permitted to practice medicine. During this 
year he has some experience in attempting to 
apply, with greater responsibility than during 
his undergraduate years, his knowledge of 
fundamental medical sciences to the diagnosis 
and treatment of disease. A large share of his 
attention must, however, be devoted to the art 
rather than to the science of medicine, that is, 
to ways of doing things rather than to the rea- 
sons for doing them. When he finally leaves 
the hospital and begins practice for himself, 
he is fairly well equipped for general practice 
in everything except the most important, 
namely, clinical judgment. 

How shall we de‘ine clinical judgment? 
Everyone agrees that it rests on experience. 
But what are the elements of fruitful experience 
which result in improved judgment! Does it 
consist in reading the experience of other clini- 
cians? Does it consist in listening to the clini- 
cal lectures of other clinicians? Or does it not 
consist almost entirely in learning from one’s 
own experience? It is true there are rare in- 
dividuals whose clinical judgment seems to be 
developed very early and after relatively little 
clinical experience. They have perhaps even 
unconsciously developed good judgment, as a 
puppy may learn to swim by being thrown into 
the water. Such rare persons pass among their 
fellows as geniuses with wonderful diagnostic 
intuition. The more one studies them, how- 
ever, the more one is impressed with the fact 
that although their mental processes may be 
subconscious, they really are quick and careful 
observers of minute details which, uncon- 
sciously, they arrange in logical sequence to 
form the premises for their conclusions. Such 
geniuses are rare. The great bulk of us are 
compelled to improve our judgment, if at all. 
by conscious and painstaking effort. Funda- 
mentally this conscious effort must be along 
the line of studying our errors. 


[Ap il, 


Now, fortunately for us, and still 
fortunately for our patients, the results of | \e 
great bulk of our errors do not immediatly 
result in the death of the patient. Because of 
this, in many cases, we may never have the « )- 
portunity of analyzing our errors, unless in 
later years their results are brought to «ir 
notice either by our own renewed studies of tie 
patient or, what is more unpleasant, by te 
not always friendly criticisms of some other 
practitioner to whom our patient has turne:. 

But in those instances in which we know or 
suspect that we have erred in diagnosis or treat- 
ment and the patient dies while still under 
our care, there is available the best oppor- 
tunity in all our professional life for improy- 
ing our judgment, namely, the opportunity to 
perform a necropsy and find out where and to 
what extent we have erred, if at all. 

In the face of this line of reasoning, the logic 
of which will probably be admitted by every- 
one, why is it, that among so intelligent a body 
of physicians as the United States holds at 
present, necropsies are performed on the bodies 
of probably not more than 2 per cent of all 
the patients who die? In the first place, is it 
because of the great difficulty of obtaining per- 
mission for necropsies? In answer to this sug- 
gestion a few specific instances may be given. 
For the year 1920) thirty-nine hospitals in 
Chicago reported to a special committee of the 
Institute of Medicine 12 per cent of permis- 
sion necropsies from 4,868 deaths. In only 
six of these hospitals, the percentage of per- 
mission necropsies was above twenty. During 
the following vear, 19212 the same hospitals 
reported 16.5 per cent of permission necropsie= 
and eighteen of the hospitals showed an 1n- 
crease in their percentage over 1920. In nine 
hospitals the percentage of permission ne- 
cropsies was above twenty. This record seems 
to me to show what may be accomplished in 
a very large community by the increased in- 
terest produced by a central committee. Among 
efforts of single institutions the following may 
be mentioned : 

The Philadelphia General Hospital in 1922' 
reported an increase in its permission necropsies 
in three years from 10 to 51.5 per cent. 

Bluestone reported in 1922‘ that in Mount 
Sinai Hospital necropsies were performed in 
56 per cent of all ward deaths, excluding 
coroner’s cases, for the year 1921, and that dur- 
ing a six months’ period, beginning March. 
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19:1. permission was obtained in 64 per cent 
of :ie cases. This was in a hospital in which 
ma iy of the patients are Jewish, a group who 
are notoriously averse to necropsies, and in 
which in 1913 the percentage of necropsies, 
exclusive of medico-legal cases, was 7.5 per 
cent. 

in 1904, in the Mayo Clinic, the bodies of 
only 22 per cent of all patients dying were ex- 
amined postmortem. This was the highest per- 
centage Which had been made from the opening 
of St. Mary’s Hospital in 1889. In 1905, with 
the addition to the staff of a pathologist, a 
part of whose duty it was to secure permis- 
sions for necropsies, the bodies of 70 per cent 
of all patients dying were examined by per- 
mission. This percentage has never been ma- 
terially lessened since 1905, It has gone in one 
year to almost 95 per cent. The usual annual 
percentage is about eighty-five. The total num- 
ber of necropsies for 1923 was 592. 

But high percentages of permissions for 
necropsies are not found in hospitals alone. 
Many physicians working alone obtain excel- 
lent percentages. One of the most remarkable 
instances of which I am aware is that of Dr. 
Hugh T. Montgomery? of South Bend, Indi- 
ana. Nearly fifty years ago Dr. Montgomery 
began practice in an isolated rural community 
in Elkhart County, Indiana. He asked for 
permission for a necropsy of the body of his 
first patient to die, and was almost mobbed for 
his temerity. He says, “I did not get that post- 
mortem, but I persisted and I got the third. 
They slowly became more and more frequent, 
until most of my families wanted to know and 
to see what had caused the death of their rela- 
tive. Our Elkhart County Medical Society 
met once a month. I was always there, and 
with from three to five pathologic specimens. 
During the nine years that T spent in that 
village. far from a railroad, getting my mail 
every other day, T didn’t stop growing in medi- 
cine. Any man can accomplish what T did. if 
he will be persistent, strictly honest. and 
svmnathetie with the people with whom he is 
located.” 

It is the general consensus of opinion of 
pathologists whose duty it is to request per- 
mission for necropsies that almost all intelli- 
vent persons. with the nossible exception of 
members of certain relivious sects. can be 
brought to give consent for the examination 
of the hodies of their dead relatives by an hon- 
est and straight-forward presentation of the 
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reasons Why an examination should be made. 
It is true that there are many minor factors, 
such as the interference of uninformed under- 
takers, religious scruples, racial prejudices and 
so forth, which are cited as excuses ior the gen- 
eral failure to obtain permission for necropsies. 
When all is said and done, however, the plain 
truth, in most instances, is that necropsies are 
not obtained by physicans because they are not 
sufficiently interested in them to urge per- 
mission. 

Now, physicians as a class are both honest 
and earnest in their desire to render the best 
possible service to their patients. If necropsies 
can contribute to the improvement of such ser- 
vice, Why are physicians not sufficiently inter- 
ested to urge permission for them?’ I take it 
this lack of interest has a number of roots 
which, unconsciously to the physician, have 
placed him in a position from which he finds 
it difficult to extricate himself. One of these 
roots I have no doubt is public opinion. It’s a 
brave man who will suddenly go contrary to 
public opinion in matters intimately connected 
with the dead, and in this country there is no 
doubt that there is a vague public opinion 
which is adverse to countenancing necropsies. 
Such opinion, however, I believe to be so 
groundless that it can be readily changed by 
honest, straight-forward presentation of the 
facts to intelligent persons. Too frequently. 
alas, the physician does not know how to pre- 
sent the case for necropsy permission. He is 
likely to ask, if at all, for permission as a 
favor to himself. This attitude seems to me 
to be radically wrong.- There is no objection 
to stating that you as the physician of course 
are interested in finding out more of the facts 
concerning the dead. But it also should be 
made clear that the desire for this knowledge 
is not a matter of personal curiosity, but that 
you may first apply it in the diagnosis and 
treatment of diseases of other members of the 
family of the deceased, and also in the care of 
other sick persons. Of course, this presupposes 
the necessity for admitting that the attending 
whvsician does not know everything concern- 
ing the dead whom he has attended. But this 
admission of lack of omniscience can be made 
tactfully and. indeed, in such a way as to cre- 
ate a strong prejudice in favor of the physician 
instead of against him. Most of all. however, 
the fact should be emphasized that the friends 
of the dead ought to know, and have a right to 
know everything possible concerning the con- 
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ditions of disease in their dead relatives. <A 
resulting corollary of this is that the physician 
must truthfully and fully explain to the rela- 
tives after he has made the examination exactly 
what he has found In our work at Rochester 
we believe that this is one of the largest factors 
in our continuing high percentage of permis- 
sions for necropsy. 
The pathologic departments of the medical 
schools of the United States are quite as well 
manned as are the departments of anatomy, 
physiology, and chemistry in the same schools. 
But in all the fundamental departments, the 
teaching personnel is very meager. Relatively 
few of the medical schools control suflicient hos- 
pital material to allow, even with the most 
careful cultivation of permissions, a large num- 
ber of necropsies.* In some institutions the 
number of necropsies available for teaching 
purposes is further reduced by coroner’s cases, 
the examinations of which are not open to stu- 
dents. A fourth factor is the lack of students’ 
time in our present over-crowded standard 
medical curriculum. These four factors, namely, 
lack of teaching personnel, lack of hospital 
material, isolation of coroner’s cases, and es- 
pecially lack of time in the curriculum, oper- 
ate in many medical schools to reduce the total 
number of necropsies observed by the under- 
graduate medical student to a ridiculous mini- 
mum, while the number of necropsies in which 
the medical student has had an opportunity to 
take part is even much less. As a result, the 
medical graduate is almost wholly untrained 
in necropsy work, and hence lacks contidence 
in attempting to perform a necropsy, or to in- 
terpret the findings thereof. But this condition 
should not deter the earnest young practi- 
tioner who desires to render better service to 
his patients. He may make absurd mistakes in 
his early necropsy experience, but he will learn 
by these. Of course he should embrace any 
opportunity to work as an assistant to a good 
general pathologist. If he is wise, he will spend 
his first vacation study period attending ne- 
cropsies and clinical-pathologic conferences in 
some large hospital. Men competent to make 
necropsies of considerable excellence are really 
not so few as we sometimes imagine. In the 
A. EF. F., although in May, 1918, we could find 
in the seventy-two hospitals then in France 


*The Medical School of the University of Minnesota is par- 
ticularly fortunate in this respect. In 1923 its Department of 
Pathology performed 849 postmortems. During the last six 


months of this year (1924), pestmortems were made on 68 
per cent of all patients dying in the University Hospital.6 


in which there were laboratories only twelve 
medical otticers who would admit that they 
knew how to make a necropsy, we succeeded 
in nnding before the armistice more than torr 
hundred who could and did make good ne- 
cropsies; that is, necropsies which, though in 
some cases not conducted in the most scienti 
manner, yet actually did yield information 
which was of very great importance to the 
other physicians and surgeons in the hospits! 
organizations. 
1 suspect that the lack of interest in necroy- 
sies which obtains among physicians may 1 
part be dne also to the faith which many of! 
them have come to place in the numerous an! 
excellent physiologic and chemical tests whic 
are now available for diagnosis while the pa- 
tient is still alive. It might be supposed thar 
the patient who has had all of the various 
laboratory examinations which are possible in 
a modern university or private clinic would 
have had the whole story of his ailments com- 
pletely revealed to his physician. We are some- 
times surprised that this is not the case, but 
we should not be so surprised. Very few tests 
are pathognomonic of anything, a fact which 
must always remain, so long as we are dealing 
with that complex organism, the human body. 
Rarely is any part alone sick. Rarely does any 
single lesion reveal itself unqualitiedly. Rarely 
is the immediate cause of death the only im- 
portant part of a patient’s ailments. The cock- 
sure internist is the inexperienced internist. 
who is interested in making a diagnosis in a 
case regardless of the fact that many other es- 
sential or even more important things may ail 
the patient. It is difficult enough to get at the 
real facts of disease when the entire body may 
be made the subject of both gross and micro- 
scopic examination with the full clinical his- 
tory of the patient and the results of all labora- 
tory tests at hand to be used as a suggestive 
chart for discovery. How, then. can the clini- 
cian, who has only the clinical history, the tests. 
and the results of his relatively meager physi- 
cal examination, expect to get at all the facts 
of disease? T cannot refrain from speaking a 
word of caution here concerning our overween- 
ing con‘idence in the results of the microscopic 
examination of tissue from the living patient. 
This can at best only give the information con- 
cerning the minute fractional part of the tis- 
sues of the patient which are possibly diseased. 
and such a part must be selected by gross ap- 
pearance only. If the microscopic examination 
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of « biopsy specimen is positive, well and good ; 
if negative, we are fortunate if we are not led 
into an unfounded confidence that disease is 
absent, Which may result seriously to the pa- 
tient by our failure to proceed with necessary 
remedial measures. 

| think I hear someone ask, “But is not all 
this reasoning fallacious after all’ Are we 
not. in our diagnosis and treatment of patients, 
rendering a very highly accurate and effective 
service’ In other words, have not most of our 
clinicians, without the aid of necropsies actually 
developed such good clinical judgment that 
their percentage of accuracy in <liagnosis is 
very high?" I regret to say that where 
necropsy records are complete. this is shown 
not to be the case. You are all familiar with 
the reports published a few years ago by Dr. 
Richard Cabot.? showing the distressingly large 
percentage of clinical errors made concerning 
3,000 patients on whom necropsies were per- 
formed. Where a batting average of correct 
diagnoses is less than, or little more than 50 
per cent. it might almost be considered guess- 
ing. Yet Cabot found such an error to exist 
concerning miliary tuberculosis, chronic inter- 
stitial nephritis. thoracic aneurysm, hepatic 
cirrhosis, acute endocarditis, peptic ulcer, sup- 
purative nephritis, renal tuberculosis, broncho- 
pneumonia. vertebral tuberculosis, chronic myo- 
carditis, hepatic abscess, acute pericarditis. and 
acute nephritis. Wells* has recently analyzed 
3.712 necropsies, 1,000 of which were from his 
own records, and 2.712 from the necropsy 
records of Cook County Hospital for the years 
1917 to 1922, with special reference to cancer. 
He found a total diagnostic error of 36.5 per 
cent. Thirty-seven per cent of all internal 
tumors were not recognized. Wood.’ patholo- 
gist to St. Luke’s Hospital. New York, says, 
“Only the pathologist realizes how many pa- 
tients with hysteria have brain tumors: in how 
many ‘heart cases’ there are no valvular lesions 
but nephritis. and that 10 per cent of all old 
persons die with unsuspected cancer.” T think 
it may be asserted with modesty that the pa- 
tients in the Mavo Clinic are as carefully 
and thoroughly studied as anywhere else in 
America, and vet more than half ovr necrop- 
sies show important lesions, though not neces- 
sarily the fundamental ones. which have not 
been mentioned in the clinical histories. Self- 
confidence in diagnosis comes from permitting 
the undertaker to cover errors. Ts it any won- 
der that we talk ‘of the efficient necropsy ser- 
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vice as an index of efficiency of diagnosis and 
treatment ? 

I doubt very much whether any internist, 
however skilled, can maintain a high degree of 
efficiency with a low percentage of necropsies. 
In this connection I am reminded of an inci- 


dent. Early in the spring of 1918 I had the 
pleasure of spending the week-end with Sir 
William Osler at Oxford. I had not seen him 
for vears, and Saturday night we talked until 
Sunday morning. He dwelt in his own keen. 
analytical way particularly on certain types of 
conditions which had been brought out during 
the World War, and promised to go over with 
me the next morning a number of his most 
interesting cases of this kind in the hospital. 
But when we registered at the hospital the 
next morning, the clerk said, “Sir William. 
there is a postmortem on one of your cases.” 
Osler turned to me and said, “That settles it, 
our D. A. H. cases must wait. I never miss : 
postmortem.” 

In hospitals or other clinical groups. the 
most effective utilization of the information 
from necropsies is by means of the clinico- 
pathologic conference. In the early days of 
the Mayo Clinic when the staff was small. these 
were held at irregular intervals as soon as pos- 
sible after each necropsy. As the staff in- 
creased, and it became more difficult to get men 
together, we settled down to weekly confer- 
ences. Except for a short interval during the 
war, these have been continuous since 1912. 
They are the most conscientiously attended 
meetings of any we hold, and T believe it is 
the opinion of all the members of the staff that 
they are the most fruitful in suggestions for 
improvement, not even excepting our very ex- 
cellent lecture courses by eminent specialists 
from outside our staff. We insist on these con- 
ferences weekly instead of at longer intervals. 
because we feel that each case should be fresh 
in the mind of every man concerned. The 
clinical history, the laboratory findings. and 
the necropsy report are reviewed in detail. 
Specimens, if any, both gross and microscopic. 
are demonstrated. Tt is a closed meeting. that 
we mav speak with “the brutal frankness of 
blood relatives” Not infrequently someone’s 
pride is hurt. but it heals without being de- 


stroyed. Tt is not humilitv alone that we at- 
tain. There is often cause for congratulation. 


Most of all we learn to face the truth. and are 
inspired thereby to an overwhelming desire ta 
improve. 
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Would that we might all have engraved in 
our hearts, if not in our meeting halls, the old 
motto, “Mortui vivos docent.” 
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A BRIEF DISCUSSION OF DIGITALIS 
AND STRYCHNINE.* 
By GARNETT NELSON, M. D., Richmond, Va. 


If a discussion of digitalis is to be limited 
to a few minutes, it is necessary to go rather 
fully into a few phases of the subject only, and 
to omit entirely or merely allude to certain 
other phases. The real difficulty lies in pre- 
paring a sufliciently brief discussion. 

A full discussion would have to include: 

1. The pharmacology. 

2. A detailed enumeration of the official 
preparations and many of the non-official that 
are on the market, with a statement as to the 
relative value, including their cost. 

3. An explanation of the methods of stand- 
ardization. 

4. A comparison of the methods of adminis- 

tration—by mouth, by rectum, in the veins or 
in the muscles—including the average time in 
which either method may be expected to show, 
first. any action; second, the maximum action: 
and the duration of this maximum effect. 
_ 5. The physiological action, whether on the 
heart muscle itself, the nervous system, the 
gastric mucosa, the blood vessels, other muscu- 
lar tissues, ete. 

6. The available evidence of such physiologi- 
eal action. 
*Read before the Staff of the McGuire Clinic. 
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7. The indications for the use of digits’ is 
and the contra-indications, and the aclvisa! le 
therapeutic combinations. 

I. IT. 

Digitalis is grown in various parts of tie 
world, one variety being about as good as «i- 
other. A very good plant is grown near Ric :- 
mond. The leaves or seeds are used by differ- 
ent manufacturing houses. Digitalis is very 
complex in composition, and from it sever! 
alkaloids or glucosides have been obtained. of 
which four might be mentioned: digitalin, 
digitalein, digitoxin and digitonin. is 

marketed in the form of the leaves or seeds. a 
tincture. a fluid extract, an infusion and the 
alkaloids mentioned. The strength of cdigi- 
talis varies enormously, and none of the official! 
preparations can be used indiscriminately. that 
is without a physiological test having first been 
made. It would seem that the alkaloids or 
glucosides had a uniform strength, but this is 
not true, the French digifalin, for example. 
being eight times as powerful as the German 
digitalin, from which the American digitalin 
is generally made. This enormous variation 
in the potency of different digitalis leaves and 
seeds may be mentioned as an explanation of 
the unfavorable reports as to its action that 
have occurred from time to time. It is clear 
that the indiscriminate use of tinctures vary- 
ing in strength to such an extent that a full 
ounce of one has the same strength as a dram 
of another must lead to confusion. There are 
numerous non-official or proprietary prepara- 
tions on the market, the most common of which 
are digifolin and digipuratum (Ciba), digitan 
(Merck), digitol (Mulford), digalen (Roche). 

digilutin (Upshur Smith), digitalone and 

tincture digitalis No. 111 (Parke-Davis). and 
tincture digitalis (Squibb, Parke-Davis, 

Upshur Smith, ete.). 


PHARMACOLOGY AND PREPARATIO 


III. Mernops or 


The methods of standardization are (a) the 
frog lethal dose method; (b) the frog systolic 
stand-still method; (c) the guinea-pig lethal 
dose method: and (d) the intravenous cat 
method. Without going into these at all fully. 
the principle of them all is the same: that is 
to say, they are physiological standardization 
methods. and after a tincture or any other 
preparation is manufactured, it is determined 
how much of this preparation given intra- 
venously under absolutely constant conditions 
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is p eded in order to produce death, or systolic 
sta: ‘-still, in a given length of time. This 
met .od of standardization must be used to de- 
ter: ine the strength of any preparation of 
dig talis before it is put on the market, and 
we are absolutely dependent on the integrity 
of the manufacturing concern and druggist 
fron Whom we obtain our digitalis, unless we 
it ourselves. 


IV. Mettops or ApMINISTRATION 


igitalis is commonly used by mouth, by 
recium, in the veins, or in the muscles. The 
occurrence of such a great variety of prepara- 
tions and indeed the development of prepara- 
tions for hypodermic use, whether in the veins 
or in the muscles, is due to a misapprehension 
as to the effect of the administration of digi- 
talis by mouth on the gastric mucosa. 

In order to prescribe digitalis intelligently 
we should consider the time that must elapse 
before any effect may be expected after a dose 
is given, the time that must elapse before the 
maximum effect of any single dose is to be 
expected, and the number of hours or days ap- 
proximately that this maximum effect will last. 

With a properly standardized preparation 
these effects of digitalis therapy are subject to 
variation only in a manner comparable to the 
inconstancy of all other things in which the 
idiosynerasies and individual variations of 
human beings have to be taken into considera- 
tion. 

The earliest activity that can be expected of 
any quantity is on an average two hours. The 
maximum activity of any quantity that can 
be expected is on an average six hours. The 
duration of maximum activity is on an average 
eight days. 

The most notable advance that has been 
made in digitalis studies in the last few years 
consists in the demonstration that no matter 
how digitalis is given a certain amount is 
necessary before full digitalis action can be 
obtained. Eggleston proved that this consists 
of .15 of a cubic centimeter to each pound of 
body weight in the average human being; that 
is to say, a human being weighing 150 Ibs. 
must take 22.5 c.c., approximately 5 drams, of 
the tincture standardized as described above, 
before full digitalis action occurs. The Eggles- 
ton method consists in giving half the whole 
quantity at one dose instead of small doses at 
repeated intervals. If you give 1 c.c., the 
equivalent of 16 minims, every six hours, a pa- 
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tient must take digitalis for five and a half 
days before the proper amount is given, and 
it is quite impossible ever to thoroughly digi- 
talize a patient if the interval of dosage is as 
great as twelve hours and the amount admin- 
istered is no greater than 1 c.c. 

It is well at this point to call attention to 
the size of a drop of tincture of digitalis. We 
are accustomed to thinking of a cubic centi- 
meter and 16 drops as the same amount. With 
the tincture of digitalis, as indeed with all 
alcoholic solutions, this is very far from being 
the case, the average variation being about 
two to one. There is a bottle of the tincture 
of digitalis downstairs in our drug room from 
which a cubic centimeter was taken and the 
number of drops measured by several different 
droppers and pipettes. With the droppers the 
number of drops per c.c. varied from 34 to 45. 
With the ordinary pipette held at an angle of 
about 45° the number was 40; held erect the 
number was 52; with a volumetric pipette the 
number held at an angle of 45° was 68, and 
held vertically the number was 81. It is seen, 
therefore, that if you are giving hypodermi- 

‘ally one of the proprietary tinctures, such as 
digifolin, 1 c.c. at a dose, and you wish to give 
the same dose by mouth, it must vary from 34 
to 81 drops, depending on the dropper or 
pipette with which it is dropped. 

The decision as to whether we shall order 
digitalis by mouth or in some other way de- 
pends practically only on whether or not there 
is already an existing nausea. Digitalis given 
by mouth or by rectum may be expect ted to 
begin its action in two hours, and to attain its 
maximum action in from four to six hours. 
In the presence of already existing nausea the 
rectal method may be employed. In the pres- 
ence of an emergency where the action of digi- 
talis inside of two hours is desired, some other 
allied pharmaceutic should be employed, pre- 
ferably strophanthin. During the past year 
the Council on Pharmacy and Chemistry of 
the American Medical Association appointed 
a Committee composed of Canby Robinson, 
Paul White, Cary Eggleston and Robert A. 
Hatcher, to prepare a report for publication, 
which would set forth concisely the limitations 
of digitalis therapy and the methods of obtain- 
ing digitalis effects. Their report appears in 
the Journal A. M. A., of August 16, 1924, and 
their conclusions that cover “this part of my 
paper are as follows: 
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“The oral administration of digitalis in the 
form of the standardized powdered leaf, in- 
fusion or tincture meets every requirement of 
digitalis therapy, with the exception of those 
relatively infrequent cases in which immediate 
relief, that is, within two hours, is imperatively 
demanded, or when nausea or vomiting pre- 
cludes the oral method. When the threatening 
condition of the patient demands immediate 
relief, and there is no contraindication for the 
use of digitalis bodies, strophanthin or crystal- 
lized ouabain should be injected intramus- 
cularly or intravenously.” 

The use of ouabain or strophanthin is ex- 
tremely dangerous in patients who have re- 
cently received digitalis or any of its substi- 
tutes. I, personally, am afraid of ouabain, and 
have never seen a condition in which strophan- 
thin was indicated. 


In spite of the eminence of the Committee 
referred to above, and the deference to which 
their report is entitled, it seems to me unwise 
to discard the hypodermic method of giving 
digitalis. There are entirely too many condi- 
tions in which both the oral and rectal avenues 
are closed at the same time. An already exist- 
ing nausea’ is given as a contraindication to 
oral administration, but nothing is said of 
diarrhoea, nor indeed of the many local, anal 
or rectal conditions that may render the rectal 
method impossible. It seems wise, therefore, 
to be familiar with some preparation for hypo- 
dermic use, no matter how rarely we may need 
it. It is likely that the Ciba people are re- 
liable and that digifolin is properly standard- 
ized. An ampoul of digifolin is equal in 
amount to 1 c.c. of the tincture of digitalis, or 
114 grains of the powder. 

A simple method of prescribing digitalis rea- 
sonably accurately may be worked out as fol- 
lows: With a patient weighing about 150 
pounds it is going to take something over a 
tablespoonful of the tincture to get a maximum 
action. Two measured drams may be given as 
the initial dose, then one dram every six hours 
for four more doses, then discontinue, expect- 
ing to get full digitalis action in about forty- 
eight hours. This should last about eight days. 
If further treatment then becomes necessary 
the amount given should not be over 1 ¢.c., on 
account of the fact that the response of a 
partially digitalized heart can not be so easily 
foreseen. 


The amount of each dose may, of course, be 
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smaller provided it is understood that if he 
total amount given in eight days equals so. ie- 
thing over one tablespoonful you may ex; »ct 
to get the active effect of the whole amo nt 
at the same time. Failing to understand tris 
fact led to the erroneous idea that digit: lis 
had a cumulative action. 


V. Tue Action 


The question to be answered: here is, 
does digitalis actually’ do that justifies or ne- 
cessitates its use? This divides itself into the 
effect of digitalis on the heart itself, and the 
effect on the circulation, The effect on the 
heart itself consists in, first, delaying the im- 
pulse to contract as it passes from the auricle to 
the ventricle, thereby prolonging diastole; and, 
second, an increase in the force of each ventri- 
cular contraction. In addition to this, the 
vagus centre in the medulla is depressed; also 
the smooth muscle fibres in the arterioles are 
stimulated. This last effect is so insignificant 
with any amount that may be administered to 
a human being that it cannot be taken into con- 
sideration in digitalis therapy. This is the rea- 
son that digitalis is useless in surgical shock. 
Shock is a vascular phenomenon, accompanied 
by a marked fall in pressure. In the presence 
of a normal resistance in the arterioles digi- 
talis may raise the pressure by its action on 
the heart. With marked dilatation and relaxa- 
tion of the arterioles no cardiac effect sufficient 
to raise pressure is possible. 

As to vomiting and the belief that at one 
time prevailed that digitalis was a gastro-in- 
testinal irritant, there is no evidence that this 
is true. It does produce vomiting, but this is a 
reflex effect, from the heart to the medulla, 
back to the stomach by the motor fibers of the 
vagus, and occurs only after a quantity large 
enough to produce digitalization has been 
given. 

Vomiting may be used as a clinical guide 
during the administration of digitalis. If a 
quantity, properly given, sufficient to produce 
vomiting does not—we will say for example— 
correct an arrhythmia, then that particular 
arrhythmia cannot be corrected with digitalis, 
and there is no use resorting to some other 
method of administration. 

It has been stated that digitalis increases 
peristalsis. This cannot be denied, but evi- 
dence to prove that it is true is wanting, and 
it is believed that if there is any such definite 
physiological action it is a reflex. act just as 
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yo! ting is. This does not in any way pre- 
clu e the use of digitalis to prevent gas in 
ab: minal operations. The positive effect of 
inc easing: pressure in the splanchnic vessels 
an. promoting absorption of gas by the blood 
stream explains its beneficial effect. 

‘igitalis accomplishes positive results as a 
divetic, but only by increasing the speed of 
the flow of blood through the kidney and rais- 
ine the pressure in the glomerules. It is often 
desirable when preparing a patient to undergo 
a serious operation, or to withstand the de- 
pression of a serious illness, such as pneumonia, 
to support the heart and circulation and pro- 
tect them against these emergency conditions. 
In the adequate preparation of the heart digi- 
talis is indispensable. 


VI. Eviwence or ACTION 


The available evidence of the physiological 
action of digitalis will not be gone into at all, 
but will be dismissed with a statement that 
the evidence is satisfactory and conclusive, 
and sufficiently simple to be reproduced in any 
physiological laboratory. 


VIL. Inpications For Use 
Contra-INpIcATIONS 
THERAPEUTIC COMBINATIONS 

Digitalis is indicated in all forms of heart 
disease and deficiencies in the circulation in 
which the myocardium is unable without assist- 
ance to do its work, with the exception of 
paroxysmal tachycardia and heart block. Auri- 
cular fibrillation or flutter can be corrected, 
and complete arrhythmias of rate and force of 
the ventricles can be restored to normal rate 
and rhythm. As Dieulafoy says, “The heart 
is a gallant organ,” and a heart muscle enor- 
mously dilated by disease or exhaustion, es- 
pecially by exhaustion, may be restored to nor- 
mal size and function by rapid digitalization, 
and may continue to do excellent work for 
many years. Clinically, digitalis is indicated 
in cardiac dyspnoea, chest pain on exertion, 
edema, cyanosis, congestion of the lung bases, 
liver or kidneys, ascites and hydrothorax. The 
diuretic action is far more conspicuous in pa- 
tients with edema, ascites and hydrothorax than 
in those in whom there is no abnormal accumu- 
lation of fluid. There is nothing more graphic 
in the field of medicine or surgery than con- 
verting a bed-ridden, dropsical, dependent in- 
valid into an active vigorous self-supporting 
producer. 


or 


AND ADVISABLE 
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The only real contra-indication to digitalis 
is heart block. Here it is extremely dangerous 
—that is, in partial blocks. Under the dis- 
cussion of the physiological action the property 
of digitalis to delay the impulse as it goes from 
the auricle to the ventricle was mentioned. 
This is itself a partial block, and in those cases 
in which a partial block already exists, con- 
verting them into a complete block may cause 
death. It has been said that digitalis was con- 
tra-indicated when the “ox-heart” of aortic 
regurgitation is failing. This is not true, but 
it is true that there is not much hope of ac- 
complishing anything. No attempt will be 
made to go very fully into the advisable thera- 
peutic combinations any further than to men- 
tion the importance of rest, venesection, diet, 
limited fluids in the presence of dilatations or 
dropsy, morphine, purgatives and the mer- 
curials, squills, theobromin, or diuretin (which 
is the sodio-salicylate of theobromin), and the 
nitrites. 

In regard to strychnine, we have searched 
the literature, both clinical and physiological, 
pretty carefully, and do not find evidence that 
strychnine in a dose that a human being can 
stand has any direct effect upon the heart or 
the circulation. The effect of strychnine is 
as follows: It stimulates the higher portions 
of the brain; it facilitates the intellectual pro- 
cesses; it renders the sense of hearing, smell 
and sight more acute, but its most characteris- 
tic effect to stimulate the motor and sensory 
elements of the spinal cord. 

The administration of strychnine, or, better, 
a tincture of nux vomica, increases the appe- 
tite, aids digestion, augments peristalsis. ard 
is of assistance in causing a sense of well- 
being. In those who have a good appetite, a 
good digestion, normal peristalsis, and who 
feel well, the circulation is better than in those 
of poor appetite, poor digestion, constipation, 
and who are of a depressed spirit. In this in- 
divect way strychnine improves the circulation, 


SuMMARY 


1. Digitalis is an instrument of unique value 
and precision in the treatment of diseases of 
the heart, and in disturbances of the circula- 
tion. 

2. If digitalis is to be used in a quantity 
sufficient to have any very marked action in 
time or degree, a careful analysis should be 
made of cardiac disorders, and of the various 
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factors that may be contributing causes in dis- 
turbances of the circulation. 

3. The method of choice for administration 
is by mouth. 

4. A standardized tincture should be kept in 
stock in brown glass bottles containing one 
ounce, and the amount to be administered 
should be directed by measure and not by any 
number of drops. 

5. A small number of suitable packages for 
hypodermic use, such as the digifolin ampoul. 
should be kept in stock. 


SOME IMPRESSIONS REGARDING 
DISEASES OF THE THYROID 
GLAND.* 


By R. C. FRAVEL, M. D., Richmond, Va. 
Surgeon to McGuire Clinic. 


In every case we examine for chronic illness, 
we should consider the thyroid gland as a pos- 
sible cause of symptoms. All patients will be 
found to fall into one of three classes, either 
having normal secretion, under secretion, or 
over secretion of the gland. Fortunately, the 
majority of patients will not present symptoms 
of abnormal secretion, and disease of the thy- 
roid can at once be eliminated. There are 
others in which the secretion is very obviously 
abnormal. A diagnosis of these can be made 
without difficulty. There are still borderline 
cases which require careful study if a proper 
diagnosis is to be made. 

Let us briefly consider the secretion and 
function of the thyroid. According to Kendall 
and Plummer, the active agent of the secretion 
of the thyroid is thyroxin. and the results ob- 
tained by the clinical use of the compound 
proves that this is correct. The thyroid func- 
tion is complex. First, it is necessary to nor- 
mal life as it presides over metabolism. Second, 
it is closely connected with the other glands 
of internal secretion in the development and 
regulation of the nervous, circulatory and 
osseus systems. 

Metabolism seems to be governed almost en- 
tirely by the thyroid and it is the estimate of 
the patient’s basal metabolic rate that shows 
us very accurately the degree of thyroid func- 
tion. Basal metabolism is the metabolism ob- 
served in patients while at complete rest eight 
to ten hours after food intake. 

There are two general methods of estimating 
basal metabolism—direct and indirect calori- 


*Read before the South Piedmont Medical Society at its 1924 
Spring meeting in Lynchburg, Va. 
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metry. The former is absolutely correct but is 
not practical for clinical use and is employ od 
only in experimental work. The latter is ba: ed 
on oxygen consumption or carbon dioxide eli:n- 
ination. The oxygen consumption method is 
simple and, checked against direct calorimet -y, 
is accurate enough for clinical work. There is 
another test of thyroid secretion known as the 
Kottman reaction, based on the photochemi: al 
reaction of silver in the blood serum, which 
bids fair to be very valuable. Upon these t.vo 
tests in conjunction with clinical symptoms, we 
should be able to group our patients with sis- 
pected secretory disturbances of the thyroid. 
Examples of the two extremes of thyroid ab- 
normality are cretinism and exophthalmic goi- 
tre. The former will be discussed under the 
general heading “Hypothryroidism,” and the 
latter under the general heading “Goitre.” 
Hypothyroidism is an insufficient thyroid se- 
cretion, congenital jin the cretin, spontaneous, 
or the result of surgery, X-ray or radium 
therapy in the adult. Cretinism and other 
pronounced cases of hypothyrodism are easily 
recognized, but there are lesser degrees of in- 
sufficiency which must be watched for, or cases 
will be daily missed by many of us. Patients 
who are fat or show a tendency to obesity, those 
with coarse hair, dry skin, diminished perspi- 
ration, those who suffer with physical weakness 
and have mental fatigue after slight exertion 
and who have abnormality of sexual function 
should be carefully studied to see whether their 
symptoms are not due to diminished thyroid 
secretion. In proven cases proper therapy pro- 
duces brilliant results. One should, however. 
prove his case and regulate the dose of thyroid 
extract or thyroxin by basal metabolism. 
Crotti in his work on the thyroid calls atten- 
tion to what he has designated sma// thyroid 
insufficiency. The metabolic rate in these cases 
likely would be within the bounds of normal, 
and only carefully watched thyroid therany 
would prove the correctness or error of the 
diagnosis. This is a phase of thyroid trouble 
to be thought of and a cause of disease to be 
reckoned with. Many and varied conditions 
could be discussed here. Retardation of the 
healing of fractures, amenorrhoea, certain 
forms of dermatosis, such as acne, herpes and 
psoriasis, gastro-intestinal disturbances, lack 
of appetite, constipation, various nervous) 
phenomena and disordered metabolism in gen- 
eral are noted in this condition. This train of 
thought, however, carries us into the present- 
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dx field of endocrinology and possibly the use 
polyglandular therapy as prescribed by 
n .y physicians—a subject we should carefully 
a; roach and then only after more of the 
pvsiology of the various glands is known. 

now wish to discuss the thyroid diseases 
ot than hypothyroidism and will do so un- 
dev the general heading “Goitre,” reminding 
you that by goitre we mean enlargement of 
the thyroid, and also that many of these pa- 
tints have been hypothyroid cases at times, 
probably very many more of them than we 
would have at first suspected. Perhaps to no 
other disease can the term endemic be so ap- 
propriately applied as to goitre. It is a world- 
wide condition. Its prevalence and distribu- 
tion in the United States and in our own terri- 
tory interests us most. 

The statistics of the Surgeon General’s Office 
show that out. of 2,500,000 men examined for 
military service in the recent World War, 20,000 
had goitre. Of these 11,000 were rejected as 
unfit for service. The highest. proportion came 
from the State of Washington—38.81 per 
thousand. The States along the Great Lake 
regzion showed the next greatest prevalence of 
goitre. West Virginia showed 12.41 and Vir- 
ginia 7.37 per thousand. The average for the 
entire country was 7.47. The prevalence of 
goitre in the United States can be imagined if 
we remember that these figures are for men of 
military age and that goitre is largely a disease 
of women. While these figures are appalling, 
especially when we remember that in our own 
State most of the cases of goitres occur in the 
mountain section, yet they are small when com- 
pared with certain countries in South America 
and in Europe where, in certain places, the 
diseases occurs in 80 per cent of the school 
children. The goitre question then is an inter- 
national one, and standardization of the pre- 
vention and cure of the disease interests medi- 
cal men of all nations. 

As a general working basis, we classify 
goitre as follows: 1. Adolescent; 2. Simple 
goitre: 3. Toxic adenoma: 4. True exophthal- 
mic goitre, and 5. Malignant goitre. This 
classification is. of course, subject to many 
modi’eations,. but as a working basis has served 
us well. 

1. The adolescent type of goitre is that seen 
in girls about the beginning of puberty and 
usually disappearing in a few years after 
menstruation is well established. In a certain 
number of cases, however, the goitre persists 
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and requires treatment in later years. I be- 
lieve the enlargement in this type is due to 
a need of additional thyroid secretion at a de- 
velopmental period, and that the swelling of 
the gland is an effort to supply the deficiency. 
Might we not consider this a form of hypo- 
thyroidism? A small percentage of these cases 
later show slight increase in their basal met- 
bolism and are really mildly toxic after some 
months’ duration. 

2. Under the heading “Simple Goitre,” we 
place the cystic, colloid, the hypertrophic 
glandular and the non-toxic adenoma. These 
are the ordinary simple goitres which are 
familiar to all of us. They do not cause toxic 
symptoms nor are they of the hyposecretion 
type. Many develop during puberty, preg- 
nancy or the menopause, the time of a woman’s 
life when an increase of iodine is needed, and 
the thyroid has enlarged to supply the de- 
ficiency. Others have appeared when there was 
a temporary iodine insufficiency at times other 
than those just mentioned. The simple ade- 
noma are congenital, They are of various 
sizes, single or multiple, and are of the kind 
that may develop into the toxic type later in 
life. Patients with this type of goitre seek 
relief because of pressure symptoms or because 
of unsightly deformity or because their family 
physician has warned them of the possibility 
of it being an adenoma and becoming danger- 
ous at some later period in life. 

The toxic adenoma type and exophthalmic 
goitre have until lately been called exophthal- 
mic goitre or hyperthyroidism and no attempt 
at differentiation has been made. Plummer 
frst called attention to the difference in these 
two types of hyperfunction goitre. and this 
differentiation meets with the approval of 
many physicians, although there are some men 
interested in goitre work who do not agree 
with him. We feel that there is a distinction, 
and while the distinction is not always easy 
to make, a proper diagnosis and differentiation 
leads to more accurate prognosis and better 
curative procedures. 

3. The toxic adenoma type of goitres are 
seen in patients usually in middle life or older 
who have had a goitre present for a number of 
years. At the Mayo Clinic the average time 
after the appearance of goitre before the de- 
velopment of toxic symptoms was sixteen years: 
in our eases at St. Luke’s Hospital the average 
time was twenty and one-half years. 

The symptoms of toxic adenomatous goitre 
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are nervousness, rapid heart, coarse muscular 
tremors, but no bulging of the eyes. Gastro- 
intestinal disturbances are not so frequently 
seen. There is a loss of weight and an in- 
crease in basal metabolism. <A distinct goitre 
' is present which is usually irregular in out- 
line, and the presence of a tumor or tumors in 
the gland can frequently be diagnosed. These 
cases are not so acute in development, are more 
amenable to treatment and are cured more 
quickly and more permanently than the exoph- 
thalmic type. If iodine is given to a patient 
with simple adenoma in sufficient quantity, 
symptoms of toxic adenoma can be almost 
exactly reproduced. This, however, is not the 
case with true exophthalmic goitre. The dis- 
ease cannot be re-produced by the use of iodine. 

4. The exophthalmic type of goitre appears 
in young people, the average age being twenty- 
two years in our cases. It generally develops 
in patients who have had a small symmetrical 
goitre which has been present for only a short 
time, the average time in our cases being eleven 
months. The symptoms are tachycardia, fine 
muscular tremors, exophthalmos, increased 
basal metabolism, loss of weight, and frequently 
diarrhoea or other gastro-intestinal symptoms. 
This type of hyperthyroidism is, of course, 
amenable to treatment and entirely curable, 
but they do not recover with the same ease 
and rapidity, and I doubt if they are ever as 
stable people as the cured toxic adenomatous 
type. 
The diagnosis of toxic goitre is not often 
overlooked by physicians who carefully study 
their cases. The mistake that is now being 
made is to call too many nervous patients 
with rapid heart action gottre patients. There 
seems to be an increasing number of cases who 
have what might be called “autonomic im- 
balance,” “effort syndrome,” or other symp- 
toms of the neuro-circulatory system, who are 
sent in with a diagnosis of goiters. Some of 
these patients have a simple goitre, others an 
indefinite enlargement of the neck; hence a 
differentiation from true toxic goitre is not 
always easy. It is certainly very important 
that an accurate diagnosis should be made 
and that the thyroid of people be not destroyed, 
either by surgery or X-ray, unless they suffer 
from thyroid disease. I believe that basal meta- 
bolism studies, carefully and repeatedly made, 
combined with sufficient experience in observ- 
ing goitre in patients, is the best way to differ- 
entiate them. 
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5. The last type, malignant goitre, is saic to 
constitute 2 per cent of all goitres occurr ag 
after middle life. This percentage is hig ‘er 
than we have found, but cancer of the thyr»id 
is not a rare condition. It metastasizes ea: ly, 
being especially likely to develop in the spi.e, 
and is as incurable as cancers seem in otier 
vital regions of the body. 

I have briefly outlined the different types 
of goitre in order to discuss the treatment of 
each separately. The treatment of goitre /ve- 
gins with its prevention. - As previously stated, 
it is believed that there are periods in the life 
of an individual when an increase of iodine is 
needed, and one of these is during pregnancy. 
Pregant women living in regions where goitre 
is endemic, especially if they have goitre theim- 
selves, should be given small doses of thyroid 
extract or some iodide salt. The benefit may 
be two-fold; it may prevent goitre developing 
in the mother, it may prevent an existing goitre 
from enlarging or becoming toxic; and, finally. 
it may prevent the child from having congeni- 
tal goitre. It often would be advisable for 
families in whom goitre is prevalent to change 
their environments by moving to another lo- 
cality where in a few generations the disease 
would likely disappear. This is impracticable 
except for the well-to-do, and even then the 
desired result might not be accomplished be- 
cause goitre is endemic in such a large region 
of the country. 

The prophylactic treatment suggested by 
Marine has given good results. He advises 
the administration of sodium iodide in doses 
of two grains daily for ten days, this period 
of the treatment being given twice each year. 
He found in checking up school children and 
comparing the incidence of goitre in those who 
had been treated and those who had not been 
treated that there was marked difference in 
favor of the ones treated. 

The proper treatment of a patient with 
goitre will depend on the type of goitre pres- 
ent. The treatment of the adolescent type is 
essentially medical. I have seen a number of 
young girls who have had their thyroid re- 
moved for slight enlargement in whose cases 
surgery was not necessary. The enlargement 
in an adolescent goitre is compensatory, due to 
the demands of puberty, and the proper ad- 
ministration of iodine will effect a cure in the 
majority of cases. Most of these cases get well 
if let alone. The few that do not get well can 
be treated surgically later in life if necessary. 
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tients with simple or non-toxic goitre seek 

re. { because of pressure symptoms or because 
of unsightly appearance of their necks or be- 
cai e they have been told by their doctor of 
th possibility of toxic symptoms developing 
lat y in life. The treatment of this type of 
go ire is both medical and surgical. Medical 
treatment is especially successful in the paren- 
cl: matous form of thyroid hyperplasia seen at 
tlh: time of pregnancy and the menopause. 
A diffuse colloid degeneration, when the latter 
is not too far advanced, may respond to iodine. 
There is also a compensatory hypertrophy asso- 
ciated with the numerous forms of cystic and 
nodular goitres which must be regarded as an 
attempt of nature to compensate for the lost 
function of the degenerated portion of the 
gland. These also respond to treatment in so 
far as the hyperthyroid part of the gland is 
concerned. The cysts are not actually made 
smaller but the total diminution leads one to 
think this is the case. Medical treatment 
should be tried in the parenchymatous hyper- 
plasias, and results may be expected in some 
of these forms of simple goitres. Medical treat- 
ment, however, has its limitations. Fifty per 
cent of this type of patients are not benefited 
or are only slightly improved, and there is 
about 75 per cent relapse in the improved 
sases. So, when we advise medical treatment. 
we must keep the patients under careful ob- 
servation. I am convinced a good many 
simple cases will be converted into the toxic 
type by the indiscriminate use of iodine and 
thyroid therapy. 

Simple goitres can be easily and safely cured 
by operation. Surgery often becomes impera- 
tive to relieve the pressure symptoms and is 
good prophylaxis in the adenomatous type to 
prevent the occurrence of toxic goitre later in 
life. In doing an operation for simple goitre 
it is important to know the location of the en- 
largement. Some goitres are substernal and 
are removed with much difficulty and danger. 
Know the type of goitre and remember when 
cysts are present there is also usually compen- 
sating hypertrophy of the normal part of the 
gland. In these cases, do not take out too 
much. Patients may have barely secretion 
enough to supply their needs and your scalpel 
may convert them into a state of hypothyroid- 
ism. 

The treatment of the two types of goitre 
causing hyperthvroidism is the greatest prob- 
lem of thyroid disease, and there has been and 
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still is much diversity of opinion on the sub- 
ject. The only class of medical people whose 
opinion is unanimous is a group of surgeons 
who by long and patient work are able to re- 
port a large series of cases operated on with 
low mortality and high percentage of cures. 
Personally, I consider all toxic goitres surgical. 
Some cases get well under medical treatment, 
some are improved by use of X-ray or radium 
therapy, but the results secured by operation 
are so gratifying that I believe surgery is the 
method of choice in handling these patients. 

Each toxic case of goitre must be studied 
individually to ascertain, first, if it is a toxic 
adenoma or true exophthalmic goitre; second, 
just how sick the patient is and how much 
surgery he can stand; and, third, what pro- 
cedures are necessary to make the operation 
safe. The plan we follow in all types of toxic 
goitre is as follows: 

The patient is confined to bed. A complete 
history is taken and routine physical examina- 
tion made, especial attention being paid to teeth 
and upper respiratory tract. Basal metabolic 
tests are made at regular intervals. Blood ex- 
amination, including Wassermann, urinalysis 
and such other laboratory tests as seem indi- 
cated, are ordered. Temperature and _ pulse 
rate are recorded every four hours. After a few 
days’ observation of the patient, if we are con- 
vinced the case has only a mild or moderate 
degree of thyroid toxicosis, a partial thy- 
roidectomy is done in the operating room under 
ether anesthesia. The operation in toxic cases 
consists in removing the greater part of both 
lobes and the isthmus of the thyroid, leaving 
a strip of thyroid gland attached to the pos- 
terior capsule on both sides. Gentleness and 
rapidity of operation add much to the patient's 
chance of recovery. 

Tf, in studying a toxic case, it is found that 
the patient is markedly toxic, additional pre- 
cautions are necessary. These are the cases 
that give us most concern and the ones in which 
the surgeon must divide the operation into 
several stages, doing only so much as the pa- 
tient’s condition will permit. In severe toxic 
goitre the procedure is as follows: Rest in bed 
until the patient is in good condition or until 
it is demonstrated that further rest will not be 
of benefit. The heart and circulation are care- 
fully studied. Repeated basal metabolic 
tests are made to ascertain, if possible, 
whether the patient is on the ascent or descent 
of the disease. It is much better to operate 
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upon a patient with a high metabolic rate who 
is getting better than on one with a moderate 
rate who is getting worse. Icebags and digi- 
talis are used and, if the case is a true exoph- 
thalmic one, iodine in the form of Lugol’s 
solution is given three times daily according 
to the method of Plummer. The actual way in 
which iodine benefits these cases is not definitely 
understood. It is a fact, however, that it does 
bring down the pulse rate and reduces the meta- 
bolism of these patients and makes them in 
better condition to stand the operation. 

Wilson intimated in a recent article that the 
secretion of the thyroid in a true exophthalmic 
case does not contain normal thyroxin but an 
imperfect or incomplete form of thyroxin 
which is likely highly toxic. There is difficulty 
in the manufacture of synethetic thyroxin be- 
cause the iodoxyl radical is hard to combine. 
This may also be true in the secretion of the 
thyroid in exophthalmic cases. It is possible 
that the administration of iodine may convert 
the exophthalmic case into the toxic adenoma 
type. Lugol’s solution must be used carefully 
in these cases, as it has not been tried out over 
a long period of time, and we do not know 
what its ultimate effect will be. In a personal 
communication from Dr. Plummer, he states 
that a paper is about to be published on the 
use of Lugol, the appearance of which will be 
eagerly awaited. 

In some of the severe cases of exophthalmic 
goitre, patients are nervous and apprehensive 
in regard to an operation; others look forward 
to an operation as a means of cure and are 
anxious to have it over. If patients dread the 
operation, the plan of “stealing the gland.” 
suggested by Crile, is often employed. The 
patients are told that an inhalation treatment 
will be given them to prepare them for opera- 
tion. Every day at a fixed hour a hypodermic 
of sterile water is injected and then they are 
given enough nitrous oxide gas to produce un- 
consciousness. They get so they look forward 
to the treatment and often enjoy it. When the 
day for the operation arrives at the accustomed 
hour they are given a hypodermic of morphia, 
put to sleep with gas, and transported to the 
operating room without knowledge that the 
hour of the dreaded ordeal has arrived. There 
are some cases who are too ill to permit being 
moved from their rooms or taking a general 
anesthetic, and these patients are operated on 
in their beds under local anesthesia. 

Tn the severe cases, we remove the major por- 
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tion of the gland, for we believe the increa ed 
activity of the portion left in is often resp n- 
sible for acute post-operative reaction. Many 
of the wounds are not sutured, but are | ft 
open for drainage and packed with flav ne 
gauze. Closure is effected twenty-four or for y- 
eight hours later under local anesthesia. ‘Ve 
have not done many ligation cperations — or 
toxic goitre, although many excellent men : d- 
vocate their use. The practice advised is to 
tie first one superior thyroid and later the 
other, and then remove a part of one or both 
lobes of the gland according to the condition 
of the patient, and still later close the wound. 
Patients thus treated have four or five opera- 
tions before the work is completed. By «i- 
viding the operation into stages, the patient 
is able to withstand an amount of traumatism 
which would prove fatal if done at one time. 

Patients of the severe exophthalmic type are 
dangerous risks unless you put them to bed 
and keep them under treatment long enough 
to regulate the heart action, promote nutrition 
and stabilize the nervous system. The manage- 
ment of these cases, the decision of when and 
when not to operate, and the judgment neces- 
sary to determine how much or how little to 
do, imposes a terrible responsibility on the 
surgeon. This should not be the case, because 
the problems would not arise if a diagnosis 
had been made earlier or the case referred to 
the surgeon sooner. The longer we wait before 
an operation, the higher the mortality climbs. 
All of these bad cases have been under some- 
one’s treatment while they are getting worse, 
and they would have been very safe cases if 
operation had been performed earlier. The 
time to remove the gland is the time the diag- 
nosis is made while the heart and nervous sys- 
tem are intact. 

The treatment of goitre, especially the toxic 
goitre, should not end with the operation nor 
when the patient is dismissed from the hos- 
pital. These cases should be under careful and 
intelligent medical care for six months to one 
year, or longer if necessary. Rest and quiet 
should be advised, excitement avoided, diet 
regulated and the patient put under the best 
possible hygienic conditions. The results of 
surgery are indeed brilliant, yet all cases that 
survive operation are not cured. There is still 
a percentage of those who are only improved 
and a small percentage who are unimproved. 
These cases are limited to the exophthalmic 
type. 
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, usual causes of failure are delayed opera- 
tic: too much or too little gland removed, and 
ne: ected post-operative treatment. In some 
cas. ; failure is unexplainable, the original cause 
of the disease being wrapped up with the 
sy: pathetic nervous system and other glands 
of nternal secretion and not satisfactorily un- 
de’ stood. 

i would like in conclusion to emphasize the 
following: 

|. Early diagnosis and proper classification 
of all types of goitre should be made. 

2. Never operate upon adolescent goitre un- 
til time shows that the goitre is permanent and 
medical treatment has failed. 

3. Non-toxic adenomata should be removed 
to relieve pressure symptoms and prevent con- 
version into the toxic type. 

4, Individualization of each toxic case, early 
diagnosis and careful preliminary treatment, 
and sound surgical judgment in carrying out 
operative procedures are essential. 


REMARKS ON THE FEEDING OF IN- 
FANTS AND YOUNG CHILDREN.* 
By I. P. BATTLE, M. D., Rocky Mount, N. C. 

When we consider to what extent pediatrics 
as a distinct entity in modern medicine is de- 
pendent upon nutrition in early life, it is sur- 
prising to find how comparatively recent it 
is that artificial feeding of infants was placed 
on a scientific basis. 

In Condie’s book on Diseases of Children, a 
book of 750 pages published in 1858, the sub- 
ject is dismissed in five pages. He gives the 
mortality rate for England of babies “brought 
up by hand” as varying from forty per cent to 
ninety per cent, and advises as the best method 
of infant feeding, cow’s milk “diluted with 
nearly an equal quantity of warm water and 
well sweetened with the best loaf sugar.” 

In Tanner’s book of 1866 less than two pages 
are devoted to the subject. His only formula 
is milk diluted with one-third water or barley 
water slightly sweetened. He advises, where 
expense is no consideration, to give, instead, 
asses’ or mares’ milk. 

The Germans even at that early date were 
experimenting with fixed substitutes for 
mother’s milk: that is, a food that would do for 
all babies. They have never been able to en- 
tirely get away from this idea. 

In 1869 Phillipp Biedert called attention to 
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the difference in the casein of cow’s milk and 
mother’s milk. His work marked an important 
step toward scientific infant feed. Biedert, 
however, advocated a definite formula to make 
cow’s milk conform to a diluted mother’s milk. 

In 1882 John F. Meigs, working with his 
son, Arthur V. Meigs, announced that mother’s 
milk rarely contained more than one per cent 
casein, This was about one-half the figure at 
which Biedert had placed it. 

Throughout the seventies and eighties but 
little general progress was made, each man of 
prominence recommending some special for- 
mula as the best for feeding normal infants. 

To Thomas Morgan Rotch, perhaps more than 
any other, we owe the placing of infant feed- 
ing on a scientific basis. Graduating from 
Harvard in 1874, he was made its first pro- 
fessor of pediatrics in 1888. In 1891 he 
founded the first milk laboratory, the Walker- 
Gordon in Boston. 

The first edition of his text-book was pub- 
lished in 1896. The second edition, although 
now twenty-three years old, contains a clear and 
thoughtful presentation of the subject of in- 
fant feeding, and a physician of the present 
day would be on safe ground in accepting it 
as his guide. 

During the past twenty years not much has 
been added that is helpful in the feeding of 
the normal infant. Hobbies come and go. The 
manufacturer puts out new proprietaries or 
changes old. Special methods to meet certain 
conditions are advocated, but the one essential 
in the artificial feeding of infants is still clean 
cow’s milk. 

On the other hand, the studies of recent years 
have served to give us a conception of the cause 
of phenomena observed years ago. Thus, the 
vitamines, although unknown chemically, are 
fairly well understood in their relation to life. 
TI might mention, also, the more recent studies 
of the elements calcium and phosphorus, par- 
ticularly in their relation to rickets. 

My interest in infant feeding is born of the 
responsibility that anyone doing general prac- 
tice assumes. We can not all be specialists, 
nor is it fitting that we should be. By far the 
larger number of artificially fed infants must 
be cared for by the man in general practice and 
not by the specialist. Therefore, we should all 
at least know the food requirements of healthy 
infants. It should be the aim of the general 
practitioner to prevent as far as. possible the 
difficult feeding cases.by starting the infant on 
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the right food. He should encourage by every 
means possible the production in his community 
of the highest grade milk. Perhaps very few 
if any of the cities in our State could justify 
the commercial existence of a milk laboratory, 
but there is no reason why the milk supply of 
even a small town should not conform to the 
requirements of certified milk. 

It is not my intention to attempt any dis- 
cussion of the various methods used in the feed- 
ing of normal and abnormal infants. It does 
seem, however, that, given a healthy infant of 
two or three months of age, doctors, as well as 
mothers, often go far out of the way to find a 
substitute for mother’s milk when the gravity 
cream and skimmed milk mixture gives all the 
elements necessary for the infant’s development 
and admits of all manner of variations in these 
elements to meet special indications. 

If we exclude the preserved milks and those 
foods which are intended to be used in the 
modification of fresh cow’s milk, the world 
would probably be none the worse if the 
proprietary infant foods were discontinued, 
and I would hazard a guess that anyone of the 
larger factories could, without increasing its 
capacity, produce a sufficient quantity of all 
the preparations used in milk modification to 
meet the legitimate needs in infant feeding. 

If I should be asked to name the chief rea- 
sons for the failures in infant feeding in gen- 
eral practice, I would give them in the follow- 
ing order; (1) discouragement of the doctor 
on account of the ignorance of the mother, par- 
ticularly that profound type of ignorance that 
is unaware of itself; (2) fear on the part of the 
doctor of percentages or simple arithmetic; (3) 
false pride on the part of the physician. 

When a doctor is giving feeding formulae 
once every few weeks instead of daily, it is no 
disgrace not to be able to carry the figures 
always in his mind and the following day is 
plenty of time to begin the feeding which in 
his judgment best suits the needs of the infant. 
Most mothers seem to appreciate carefully 
written directions. In this connection I wish 
to state that I know of no work that has beer 
as helpful to me as Dr. Hill’s book, “Prac- 
tical Infant Feeding.” 

With orange juice and occasionally cod liver 
oil, some modification of fresh cow’s milk will 
suffice to carry the infant to the end of the 
first year at which time most infants can take 
whole cow’s milk. 

I do not believe we are ever justified in 
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taking the risk of not boiling the baby’s m' k 
during the hot months in our climate. Ti 
cleanest of milk, when hauled about for t:o 
hours on a delivery wagon during a hot sw: 1- 
mer morning, may be a very unclean food for 
the baby. 

Feeding the baby during the second year is 
as much of a problem as the care of the infant 
during the first year, yet we are called on much 
less often to assume this responsibility and, 
when the task is left to our decision, we are 
probably much more negligent than we are in 
the care of the young infant. 

How often is the doctor asked the ques- 
tion, “My baby is a year old now, what may I 
give him to eat?” as if some very radical 
change should immediately take place? 

It is generally conceded that milk should he 
the chief source of food throughout this year. 
There is a tendency on the part of babies that 
have been taking the bottle a long time to re- 
fuse milk once they begin to take a variety of 
foods. For this reason, as well as for the risk 
that might be incurred, it seems wise to let the 
changes in diet come about very gradually. 

The plan as outlined by Dr. Hill for the 
healthy infant is to begin about the eighth or 
or ninth month on the simple starches. From 
the ninth to the fourteenth month the diet 
consists of milk, cereals, zwieback, soup or 
beef juice and orange juice. Strained green 
vegetables are added after the fourteenth 
month, potato and eggs after the sixteenth 
month and meats at the end of the second year. 

The rather radical plan of early variation 
of the diet particularly the early feeding of 
green vegetables should be left to the specialist 
who is supposed to see his patient oftener than 
we do. 

The whole question of infant feeding is in- 
dividualistic. It is an interesting branch of 
our profession and can be either most discour- 
aging or most gratifying to the doctor. 


I think no one dislikes more than I the 
ancient and often repeated cant that doctors 
follow their profession solely for the great good 
they do suffering humanity. Most of us be- 
come doctors in ignorance of what we are 
doing. Quite a number remain doctors because 
of ignorance of other professions or of the 
trades that yield a livelihood. Yet there are 
times in the professional lives of all of us when 
we experience the highest type of pleasure, a 
pleasure that is cheapened by praise, the plea- 
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that is given by the consciousness of a 
go. deed well done. 

“ch a feeling one experiences when he has 
bec . the means of guiding back to health and 
ha;piness a tiny bit of wailing and fretting 
hu ianity. May I quote you a word picture 
th:! paints at the same time the despair, the 
ho»e, the pleasure, and the joy that often times 
cores to the doctor in this part of his work? 
In !865 Dr. West, an English physician wrote: 

~The infant whose mother refuses to perform 
toward it a mother’s part, or who, by accident, 
disease, or death, is deprived of the food that 
nature destined for it, too often languishes and 
dies. Such children you may see with no fat 
to give plumpness to their limbs, no red parti- 
cles in their blood to impart a healthy hue to 
their skin, their faces wearing in infancy the 
lineaments of age, their voice a constant wail, 
their whole aspect an embodiment of woe. But 
give to such children the food that nature des- 
tined for them, and if the remedy does not 
come too late to save them, the mournful cry 
will cease, the face will assume a look of con- 
tent, by degrees the features of infancy will 
disclose themselves, the limbs will grow round, 
the skin pure, red and white, and when at 
length, we hear the merry laugh of baby-hood 
it seems almost as if the little sufferer of some 
weeks before must have been a changeling, and 
this the real child brought back from fairy- 
land.” 


THE MANAGEMENT OF THE ACUTE 
HEART.* 


By F. C. RINKER, M. D., Norfolk Va. 


When we consult vital statistics, hospital 
and clinic records, we find ample reason for 
a discussion of the various methods used in 
the care and treatment of acute heart condi- 
tions which are occurring with ever increasing 
morbidity and mortality. 

Of the 3.764.000 men who stood medical 
examination for service in the World War, 
550,000 were rejected on account of effects of 
heart affections. 

Schmidt reports cardiac abnormalities re- 
sulting from acute infections in 1,373 cases of 
school children in Detroit out of 148,000 ex- 
amined. 

Estimated from the examinations of New 
York City’s school children, Halsey reports 
that there are about 200,000 school children in 


: *Read at a meeting of the —_— County Medical Society, 
Norfolk, Va., November 17, 1924 
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the United States who have evidence of “heart- 
disease.” 

From the examinations of life insurance 
records, it has been shown that more persons 
die from heart disease under twenty-five years 
of age than from typhoid fever; between the 
ages of twenty-five and thirty- four as many 
die from pneumonia, and after forty-five years 
of age more deaths are recorded from heart 
disease than from any other disease. 

According to several reports, 10 per cent of 
the capacity of general hospitals is being occu- 
pied by cases of heart disease and 20 per cent 
of the ambulatory cases of medical clinics be- 
long to the cardiovascular group. 

A glance at these figures is in itself sufficient 
to spur us on to greater effort in the manage- 
ment as well as the prevention of heart-disease. 

Someone has well said, “Given a thousand 
years to make a man and he would not be in- 
fection free.” From infections, local and gen- 
eral, the heart probably suffers more than any 
other organ in the body. 

This discussion is to be devoted to the acute 
heart only. For convenience let us divide those — 
conditions which occur in the heart as acute 
disease into: 1. Acute endocarditis; 2. Acute 
myocardial derangement as a result of infec- 
tions and contagious diseases. . 

First Group—Acute endocarditis is an acute 
inflammation of the endocardium resulting 
from infectious diseases, such as scarlet fever, 
acute rheumatic fever, acute tonsillitis, ete., re- 
sulting in destructive vegetations of the valves 
of the heart and marked constitutional symp- 
toms. 

The treatment of such a condition must be 
directed against two factors: 

i. Local infection in the heart, and its effect 
on the circulation. 

2. The remote infection of origin which has 
caused the cardiac disturbance. 

The patient should be kept at absolute rest 
under the supervision of a nurse, when prac- 
ticable, the diet should be light and nourishing, 
and, if there is edema, liquid food should be 
limited, the intestinal tract should be kept 
acting freely but not purged in the majority 
of cases, the skin (being one of the main 
avenues of elimination) should be kept clean, 
warm, and as active as possible. Water may 
be given freely unless there is edema or de- 
ficiency in urinary output (or it is well to regu- 
late the intake of fluids with the daily output 
of urine). The mouth and throat should be 
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kept cleansed and when there is local infection 
in either, means should be directed toward its 
eradication. All foci of infection should be 
removed at a safe time. 

Many drugs have been advocated as useful 
in the treatment of acute heart affections. I 
will attempt to deal with the more important 
and useful ones. 

1. Digitalis: Whenever there are evidences 
of cardiac weakness or disease, and, in some 
instances, prior to this warning (as in pneu- 
monia), digitalis should be begun either by 
mouth, by hypodermic, or by rectum. The 
heart should be digitalized and kept under the 
influence of digitalis until the danger period 
is past. 

2. Following the recent work of Young and 
others, I advise the intravenous use of mercuro- 
chrome in the bacillary and streptococcic in- 
fections, and gentian violet in coceal infections, 
provided the type of infection is determined 
by positive blood culture. This method of 
treatment has not. however, proven very satis- 
factory in the malignant cases of endocarditis. 

3. Salicylate of soda is advised in all cases 
during the infectious stage; it may be given 
by mouth, by vein or by rectum. 

4. Iron and arsenic may be used in those 
-cases having anemia. 

5. Morphia. The patient should not be al- 
lowed to suffer pain on account of the effect of 
suffering on the circulation. Morphine is by 
far the most valuable drug to be used for the 
relief of this symptom. Precordial pain may 
be also relieved by ice bag or mustard plaster 
locally. 

The convalescence of these patients should 
be carried over a longer period of time than 
that of other diseases. When the patient is 
allowed to sit up and finally get up, his cardiac 
reaction to change in posture and to exertion 
should be watched very carefully. After being 
allowed up and about, it is wise to warn these 
patients regarding exertion and fatigue, ad- 
vising them as to the necessity of reporting 
such symptoms as dyspnea, headache and di- 
gestive disturbances. 

Second Group.—<Acute myocardial changes 
may and frequently do occur in association 
with infectious diseases or any localized infec- 
tions of severe degree. In cases of pneumonia, 
typhoid fever, scarlet fever, peritonitis, car- 
buncles,ete., the heart should be watched care- 
fully and, in my opiniqn, digitalis should be 
stirted early in order to safeguard the myo- 
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cardium before the damage is done. This is 
particularly true in cases of pneumonia, whe ‘e 
cardiac efficiency is all important. 

To conclude, let us remember that acute hea ‘t 
diseases do not mean only the detecting «f 
cardiac murmurs signifying endocardial lesior s, 
but that the efficiency of and conservation «f 
the heart muscle strength is most important in 
the treatment of all infections which may and 
do affect the cardiovascular system. 

Sarah Leigh Clinie. 


THE MANAGEMENT OF THE CHRONIC 
CARDIAC.* 


By C. LYDON HARRELL, M. D., Norfolk, Va. 


In speaking of the chronic cardiac we 
naturally think of two classes of cases: First, 
those who are living a natural life, performing 
their every day duties and are symptom free, 
so far as the heart is concerned. Second, 
those who have symptoms of heart failure, and 
seek treatment. 

Under the first class, we have the chronic 
valvular diseases, early hypertensive cases, ex- 
tra systoles or drop beats, low grade myocardi- 
tis in people of middle life, and sometimes a 
tobacco heart. The heart in these cases under 
normal conditions is compensating or doing 
its work without showing any reaction, but if 
put to a sudden strain, or if an unusual load 
be put on the myocardium, you get a reaction 
in the form of a rapid pulse, shortness of 
breath, occasionally pain over the heart and 
a heart murmur, or an increase in intensity if 
the murmur previously existed. 

These patients are not sick: but are poten- 
tially sick. They need no treatment, but need 
to be taught how to live so as to keep them- 
selves physically fit. First of all, if the pa- 
tient be obese he should reduce to, or just be- 
low the normal weight for his height and age; 
he should try to maintain this weight forever 
afterward. This can be done only by diet and 
light physical exercise, preferably in the open. 
They should cut out tea and coffee, tobacco, 
alcoholic stimulants, condiments and highly 
seasoned foods. They should eat moderately, 
and never overload the stomach. The main 
meal should be taken in the middle of the day. 
All foci of infection should be removed. such 
as teeth and tonsils, and constantly be on the 
lookout for others. These people, who have 
the habit of forming pus, have a peculiar 
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ity of keeping it up. You cannot repair 
dsage already done, but you can prevent 
f; -her damage by promptly getting rid of 
yor source of infection. The patients with 
p ential heart disease should have plenty of 
cl. ep and recreation, avoid doing anything in 
a urry or putting an unnecessary strain on 
ti heart. These cases should take a vacation 
once or twice a year, either to the seashore or 
i: the mountains, get themselves away from 
home cares and business worries. 

The instructions given to these cases should 
he given in such a way as not to call undue 
attention to the heart. In many cases of a 
neurotic tendency, we do harm by saying that 
tiey have heart disease or high blood pressure. 
You will make invalids of some rather than 
cure them. It is best in such cases to tell the 
real facts to some member of the family. 

Under the second class, we have the cases 
who present themselves for treatment with 
symptoms of heart failure, as shortness of 
breath, indigestion, palpitation, cough, a tired 
feeling, pain in the region of the heart or in- 
ability to exert themselves. These cases may 
he classified according to the degree of failure 
of the heart muscle. I will speak of them 
briefly under the following heads: 

1. Chronic myocarditis or valvular disease 
with failing compensation. 

2. Acute, or sudden cardiac failure. 

3. Chronic myocarditis with marked edema 
or anasarca. 

4. Chronie syphilitic aortitis. 

5. Chronic cardiac hypertrophy. secondary 
to hypertension. 

6. Angina pectoris. 

The cases of Chronic Myocarditis with Fail- 
ing Compensation usually present themselves 
with the following symptoms: Indigestion, 
shortness of breath, palpitation of the heart, 
and cough, usually made worse on exertion. 
We should try as nearly as possible to deter- 
mine the pathology in these cases, a careful his- 
tory as to what a patient can do without svmp- 
toms, a careful physical examination before and 
after exercise. There are different calesthenics 
that you can put the patient through which ac- 
cording to the reaction will help to determine 
the extent of injury in the myocardium. Some- 
times a vital capacity will give valuable in- 
formation as to the amount of endurance the 
patient has, more especially if we know his 
normal. In cases where there is any irregu- 
larity in the pulse rate or contraction of the 
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heart, an electrocardiographic study will help 
us a good deal in determining the form of ir- 
regularity, the extent of damage to the myo- 
cardia, and which side of the heart is really 
at fault. The diagnosis made, we should then 
outline our treatment. The patient should be 
put to bed, at absolute rest in as comfortable 
position as possible; this is usually propped 
up on pillows, or a bed rest at an angle of about 
forty-five degrees. We must be sure to give 
the patient plenty of rest the first few nights. 
I prefer a hypodermic of morphia, with am- 
monium bromide grs. 15, and morphia gr. 1/16 
by mouth during the day. I believe that sleep 
and a quiet nervous system are very essential 
in treating any cardiac case. The fluids should 
be limited to 1,500 ¢.c. in twenty-four hours, 
checking the urine to see that the intake does 
not exceed the output. <A salt free semi-fluid 
(liet is advised. I give fifteen to twenty minims 
of digitol three times a day. The patient should 
be kept in bed several days after the pulse is 
normal and he is symptom free, and then let 
up and made to begin exercise very gradually. 

I wish to make a few remarks concerning the 
use of digitalis. I believe that it is a very 
much misused and abused drug. Whichever 
preparation you use, be sure to select one that 
is potent, and one that you are familiar with, 
and stick to it. No two preparations of digi- 
talis have the same strength; all of them lose 
their strength when exposed to the air, whether 
it be the leaves or the liquid. Dr. Christian 
once told me he preferred the freshly powdered 
leaves to any other. He always ordered his 
digitalis from the same supply house and tested 
each shipment before it was dispensed from 
the drug store. The writer uses either the 
tincture or powdered leaves, but prefers the 
tincture for general work, for it is much easier 
to regulate the dose. I am opposed to pre- 
scribing it promiscuously; use it when it is in- 
dicated and leave it alone when it is not. 

There is a tendency now on the part of many 
internists to give very large doses of digitalis 
either at one dose or within the first twenty- 
four hours, their object being to get the patient 
thoroughly digitalized, and then discontinue 
the drug. Eggleston’s method is to give one c.c. 
of the purified tincture or .01 gram of the dry 
leaf to every ten pounds of body weight, so a 
patient weighing 150 pounds would get 15 c.c. 
or 14 ounce of the tincture, or 15 grains of the 
dried leaf. 

Pardee has shown that the body disposes 
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daily on an average of twenty-two minims of 
the purified tincture of standard potency. In 
his experiments the lowest was ten minims 
and the highest forty; therefore, it is necessary 
when the administration of the drug is con- 
tinued over several days and you wish to 
thoroughly, digitalize the patient to add this 
amount to the approximated dose. We also 
learn from this that digitalis has an accumula- 
tive effect, an argument against continuing it 
indefinitely. 

Digitalis may be administered by mouth, 
per rectum, or hypodermatically. There is 
practically no advantage in giving it hypo- 
dermatically except in cases of digestive dis- 
turbance. It takes approximately two hours to 
show its effect on the heart muscle when ad- 
ministered either way. It is absorbed from 
both the stomach and rectum, and shows its 
effects in about the same length of time. 

Personally, I see no advantage in the large 
heroic doses; there are many disadvantages. 
We cannot be with our patients all the time, 
and it acts as a poison in some instances. 
Luten has shown that when successive frac- 
tions of the lethal dose of the tincture of digi- 
talis are injected intravenously into cats, auric- 
ulo-ventricular dissociation takes place after 
about 80 per cent of the lethal dose has been 
administered. This is brought about by ven- 
tricular acceleration. He has also proven this 
clinically in numerous cases, one of which I 
will mention. The patient showed a normal 
mechanism before the administration of digi- 
talis: ventricular tachycardia developed in 
twenty-two and one-half hours after the last 
dose. The patient received 16 c.c. or 4% ounce 
of the tincture in sixteen hours. Before digi- 
talis the rate was 96: after digitalis the rate 
of the auricles was 170 and ventricles 145,— 
thus proving that a large dose of the drug 
may cause a dissociation of auricles and ven- 
tricles and produce a tachycardia. Often a 
toxic dose by reflex symptoms will produce 
nausea and prevent the taking of food. 

Acute Heart Failure, With orWith Auricu- 
lar Fibrillation —These cases are usually ex- 
tremely sick and demand prompt treatment, or 
the worst may be expected. They should be 
immediately placed in a comfortable recum- 
bent position. Remove all tight clothing with- 
out any exertion on the part of the patient. 
They should be given plenty of fresh air; it is 
best for the breeze to blow directly on the 
face; avoid crowding in the room or anything 
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that would tend to excite the patient. Give a 
dram of aromatic spirits of ammonia by mouth, 
a hypodermic of 14 gr. of morphine combin «| 
with strychnine or atropine. If there is pa n 
over the heart, apply an icebag, and hot wat>r 
bottles over the body. If the patient appears 
to be very much cyanosed or the veins in tlie 
neck engorged, venesection is indicated, re- 
moving 8 to 10 ounces of blood to help relieve 
the right heart. After the emergency measures 
have been done, we should then start giving 
digitalis. one c.c. hypodermatically every four 


hours. Some recommend giving caffein or 
camphor. The writer has but little faith in 


their value, neither has MacKenzie nor other 
writers with whom I consulted. These cases 
should be kept extremely quiet for several 
hours with no exertion; sleep is what they must 
have. The food should be restricted to warm 
stimulating drinks. After the acute stage is 
over, they should be handled as any other case 
of myocarditis with failing compensation. 

Among the cases of chronic myocarditis, we 
usually get the various forms of irregularity 
of the heart, the most common of which is 
auricular fibrillation. Most of these irregulari- 
ties usually disappear with rest in bed and 
digitalis, but some few do not. In such cases, 
we resort to the use of quinidine sulphate, grs. 
5 three times a day being usually sufficient. The 
patient must be kept in bed while on the drug, 
and it should not be administered until three 
or four days after digitalis has been discon- 
tinued. 

In October, 1921, a white man, age sixty- 
three, was referred to me for treatment, with 
all the symptoms of a failing compensation, 
including edema of the ankles, passive con- 
gestion of the liver and a very irregular pulse. 
He was put to bed and given digitalis. In 
three weeks he was symptom-free and able to 
return to his home in the country under the 
care of his physician. In May, 1923, he re- 
ported again, but was in much worse shape 
than on his previous visit. In about three weeks 
his symptoms cleared up but his arrythmia 
did not, and, on exercise, his symptoms re- 
appeared, cough, dyspnea, etc. He was put 
back to bed and digitalis discontinued. On 
May 17th, he was given quinidine sulphate, 
grs. 5 night and morning. On the 19th, he 
was feeling much better, with a pulse rate of 
80, and missing only one or two beats per 
minute. On the 21st, his pulse rate was 76 
and regular, but he was coughing up some 
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bl... ly mucus. His systolic blood pressure was 
#-. diastolic could not be read, consequently, 
aad no discoverable pulse pressure. The 
q) aidine was reduced to 5 grs. per day and 
co tinued for some time. You will see from 
tl s that the quinidine lowered the pulse rate 
a) improved the rhythm, but had no bene- 
fi .al effect on the heart muscle. However, in 
a iew days he was feeling much better and pre- 
vuiled on me to let him go home, which I did, 
avaipst my judgment. He went home on a cot 
and I wrote his physician what had been done. 
What the patient did I do not know except 
tiat he died in about two weeks. This shows 


‘the importance of keeping them quiet and un- 


der observation while taking quinidine. 
Chronie Myocarditis With Marked Edema or 
Anasarca.—These cases as a rule are very un- 
comfortable, besides being very ill. The pulse 
is usually very rapid and often irregular. They 
are unable to lie down on account of dyspnea; 
consequently, they are first up and then down, 
frst. in bed then out of bed. All the serous 
cavities are filled with fluid, tissues water- 
logged, kidneys almost inactive, mucous mem- 
brane of the digestive tract is usually edema- 
tous, and, as a result they are unable to care 
for food—the effect of failing myocardium. 
They should be put to bed for an indefinite 
time, and insist on their staying in bed, propped 
up on a bed rest until they are able to lie down. 
The best results can be obtained in a _hos- 
pital. They should be given a hypodermic of 
morphia 14 gr. at bedtime for several nights 
to insure rest. I also use morphia and _ bro- 
mides during the day to quiet the nervous sys- 
tem. Morphia will sometimes check the dysp- 
nea and give them rest when nothing else will. 
They should be put on a strict Karell diet for 
four or five days: this is twenty-eight ounces 
of milk, given at four feedings,—nothing else 
by mouth. This alone will sometimes start the 
kidneys to secreting, often as much as six to 
eight quarts in twenty-four hours. After the 
patient is quiet and accustomed to being in 
bed, I start digitalis, usually from twenty-four 
to forty-eight hours after they are put to bed, 
twenty to thirty minims every four hours. 
An old remedy, and one that is frequently used 
with good results, is digitalis, squill, calomel, 
one grain of each, given three times a day. 
The bowels should move at least once a day, 
preferably with a saline or a mild purgative. 
Severe purging is contra-indicated as you 
already have an engorged and edematous 
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mucous membrane of the entire intestinal tract. 
If the kidneys should not start acting freely 
in two or tree days, it is advisable to increase 
your dose of digitalis and give other diuretics, 
as diuretin or theobromin. Some clinics are 
using calcium chloride intravenously to reduce 
edema. As yet, this is in the experimental 
stage, though some clinics are reporting good 
results. 

As the edema disappears and the heart muscle 
gains some of its tone, the diet may be gradu- 
allv increased up to a semi-solid diet, adhering 
strictly to a salt free diet and limiting your 
fluids to 1,000 ¢.c. in twenty-four hours. After 
this stage, they should be handled as any other 
case of myocarditis with failing compensation, 
but their stay in bed should be a great deal 
longer. They should not be allowed up for 
several weeks after they are symptom-free. By 
symptom-free I mean a normal pulse in rate 
and rhythm, and ability to sleep flat without 
discomfort. When you begin to let them up, 
it should be done very gradually; in fact, it is 


_ just as important to watch your exercise each 


day as it is to insist on absolute rest in the 
beginning. The object is to increase the en- 
durance or efficiency of your heart muscle by 
gradually increasing the load. 

January, 1921, I was called to see a white 
girl, age fourteen, and found her propped up 
in bed panting for breath. She was swollen 
almost beyond recognition. Her lower limbs, 
abdomen, and even her face, were edematous. 
Her respiration was very rapid and also her 
pulse. She had a to-and-fro heart murmur, 
heard all over the front of her chest. The 
heart was very much enlarged. I knew from 
the surroundings that I could not handle this 
case at home, so I refused to prescribe for her 
until she was placed in a hospital with the 
understanding that she stay there until I gave 
her permission to leave. She entered the hos- 
pital January 20th, and remained until May 
29, 1921, a little over four months. She was 
put to bed and propped up at an angle of forty- 
five degrees, and given morphia 14 gr. hypo- 
dermatically for several nights; she was also 
given tincture of digitalis, minims fifteen, 
every four hours, and a stric Karell diet for 
four or five days. At this time the kidneys 
were acting very freely and edema began to 
disappear. More food was gradually added, 
adhering to a strict salt free diet, and checking 
the fluid intake and output. The patient was 
kept in bed during her entire stay in the hos- 
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pital except being up in a rolling chair two 
days before returning home. She was watched 
very carefully as to exercise and diet, for, on 
discharge, she ran a pulse around 90 to 100, 
and was symptom-free while performing the 
ordinary duties around the house. When she 
stepped beyond this, her pulse rate would go 
up and she would have dyspnea. At this time 
she had a very large heart with a loud diastolic 
and systolic murmur which could be heard both 
at the apex and base. 

The patient. reported at my office October 28, 
1924, for an examination, nearly three years 
since I first saw her. She walked several 
blocks to the office, her pulse rate was 84, and 
she was symptom-free. She stated that she 
had been doing office work for nearly a year 
and danced occasionally without trouble. At 
this time only a systolic murmur was heard, 
best at the apex, and conducted toward the 
axilla. I report this case in detail to show 
what may be obtained by prolonged rest in 
bed, co-operation on the part of the patient, 
parents and doctors, and a graduated exercise 
when the patient is let up. 

Chronic Syphilitic Aortitis—This should be 
handled as any other case of myocarditis with 
failing compensation except the syphilis should 
be treated at the same time. The recognized 
method of treatment at present is to give a 
four weeks course of mercury first, preferably 
by inunctions. Tf at this time the heart muscle 
has gained sufficient tone, one of the arsenical 
preparations may be started, preferably neo- 
salvarsan, beginning with a .02 gram dose and 
increase each week until the maximum of .09 
gram is reached. Give six doses provided the 
patient stands it well, then another month’s 
treatment of mercury. After this, repeat the 
entire series until your blood Wassermann is 
negative. My experience with these cases has 
been very limited, except for short periods of 
time. The results as a rule are not very satis- 
factory: however, I have in mind a few cases 
that have done well under this treatment, but 
the bulk of them do not stay well long. 

Chronic Cardiac Hypertrophy Secondary to 
Hypertension.—This really does not belong in 
the category of cardiac disease, but the heart 
or the symptoms of cardiac failure is what 
the physician is usually called upon to treat. 
Myocarditis with failing compensation is one 
of the end results. The prime object in this 
condition is to locate where possible the cause 
or causes of the hypertension and remove them. 
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Remove all foci of infection. The same _n- 
structions should be given here as to the c se 
of myocarditis with compensation. The pati: nt 
should get as much outside recreation as he is 
able and capable of taking, such as walki: g, 
golfing, fishing, ete., but there should be 10 
violent exercise. We should insist on their | y- 
ing a quiet and peaceful life, on a light sa‘t- 
free diet. Anything that helps relieve the hy- 
pertension will relieve the load on the myo- 
cardium. For the acute attacks with dyspnea 
and vertigo, rest in bed, purging, and venescc- 
tion are advised. I have taken sixteen to 
eighteen ounces of blood from these cases and 
have relieved their symptoms for several weeks, 
sometimes months. I strongly recommend it 
in extreme cases where the heart has more than 
it can do. The nitrites and the iodides are 
sometimes of benefit, but their action is very 
fleeting. The cases of failing compensation 
should be handled as any other—resort to digi- 
talis. It has no effect on elevated blood pres- 
sure. 


In cases of Severe Precordial Pain or Angina 
Pectoris, an ampule of amyl nitrite broken and 
inhaled slowly often relieves the attack; like- 
wise a nitroglycerin tablet 1/100 gr. put on the 
tongue may relieve, together with an icebag 
over the heart. Morphia also often gives good 
results. 


The cases that are subject to chest or sub- 
sternal pain should be exceedingly cautious 
about their exercise. They should be cautioned 
never to do anything in a hurry, as climbing a 
flight of stairs, or running to catch a car, more 
especially after a meal. They. should always 
carry nitroglycerin tablets in their pocket, anil 
when they feel an attack coming on, take a 
tablet and sit down until the attack wears off. 
T once read of a case that would be thrown 
into severe attacks of chest pain by walking 
from the dining room to the adjoining room 
immediately after a meal. The patient was in- 
structed to have a comfortable chair placed by 
the table and sit there for thirty minutes after 
each meal; this she did, and the attacks sub- 
sided. 


In handling any case of heart disease, it is 
absolutely necessary that you have thorough 
co-operation between family, patient and doc- 
tor. Without co-operation one can do nothing. 
With it, many of these so-called old chronics 
may be carried on for years in fair comfort an 
usefulness. 
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would summarize my treatment in four 

wo ls: diet, digitalis, rest and co-operation— 

bu che greatest of these is co-operation. 

REFERENCES. 

Th Heart in Modern Practice—By Reid. 

Therapeutic Uses of Digitalis—By Eggleston and 
others.—Jour. A. M. A., Aug. 16, 1924. 

Luien, D. Med. Clinics of North America, Sept., 1924 
and Annals of Clinical Medicine, Sept., 1924. 
03 Medical Arts Ruilding. 


PATHOLOGY AND SYMPTOMATOLOGY 
OF INFLUENZA.* 


By W. E. JENNINGS, M. D., Danville, Va. 


No patients die of the simple forms of in- 
flienza. Death is due in a large proportion 
of the fatal cases to pulmonary lesions. 

The pathological picture presented at 
autopsy may be composed of so many com- 
plex and varied pictures that it is a difficult 
matter to give a clear account of the lesions. 

True lobar pneumonia has been reported in 
influenza but this is a rare finding. However, 
a Whole lobe may be consolidated owing to the 
confluence of patches of bronchopneumonia. 
As Wolbach has pointed out, two pictures of 
the lungs may be distinguished in those who 
have died within a very short time after signs 
of pneumonia have appeared clinically, and in 
those who have lived ten days or more. In 
the former class may be placed those cases of 
sudden death from overwhelming fulminating 
infections that are occasionally seen. In the 
early cases the lungs as a whole are extremely 
red and congested, while beneath the parietal 
layer of the pleura numerous hemorrhages are 
seen, pin-point in size, or the whole surface 
may appear mottled with hemorrhages about 
the size of one’s little finger nail. The organs 
are partially collapsed, lax, and of a rubbery 
feel, not so solid and firm as in the case of 
gray hepatization of lobar pneumonia. Tyler 
has ealled this the “diffuse, congested and 
edematous type.” 

Some times a dark red fibrinous exudate may 
be noted on the pleura. On section the cut sur- 
face is a dark red although in areas a more 
vivid color and angry appearance may be seen. 
The bronchi are very congested and contain 
very little if any muco-purulent material but 
a rather frothy reddish material. Microscopi- 
cally in the case of patients who die quickly 
in a condition of acute alveolar emphysema a 


*Read as part of the symposium on Influenza at the meet- 
ing of the South Piedmont Medical Society, in Danville, Va., 
November 18, 1924, 


on the alveolar walls. The intervening alveoli 
are compressed and filled with exudate which 
in the early cases is largely serous or bloody 
and contains but little fibrin. This hyaline 
fibrinous material arises from the smallest 
bronchioles and alveolar ducts and is forced 
into the alveoli by air. In one part early lesions 
may be found, while in adjoining regions may 
be noted lesions much further advanced. 

Taking the whole course into consideration, 
Wolbach is of the opinion that the reaction to 
Pfeiffer’s bacillus is less intense in the later 
than in the earlier stages. It must be borne in 
mind that secondary invaders may step in at 
any stage and their characteristic lesions mask 
that produced by Pfeiffer’s bacillus. But some- 
times the lesions remain separate in the same 
lung, or even in the same lobe. Occasionally 
peribronchial abscesses are seen, usually small 
and scattered in area, although they may be 
found in clusters. Occasionally large abscesses 
are found and are probably caused by infarcts. 
There are practically always found small 
punctuate hemorrhages beneath the pleura. 

The heart is usually affected to a greater or 
less extent. A slight excess of clear pericardial 
fluid is generally found. Subpericardial punc- 
tate hemorrhages are very common. The heart 
itself in the majority of cases shows dilatation 
of the chambers on the right side. Except for 
cloudy changes in the myocardium, nothing 
abnormal is found. The heart muscle is very 
definitely softer than normal in a small per 
cent of cases. 

The kidneys are, as a rule, greatly congested, 
the stellate veins are injected, and fine hemor- 
rhages are often seen in the pelvis. In other 
cases the cortex is slightly broader than nor- 
mal and cloudy swelling is present. 

Symptoms.—The onset is usually sudden, 
although there are certain numbers of cases 
of which the onset is much more gradual and 
lasts from a day to a day and a half. The 
symptoms at the onset are not unlike those 
complained of at the beginning of other acute 
febrile conditions. Definite chills are uncom- 
mon but there is generally a feeling of chilli- 
ness. The temperature rises rapidly to 103 
and occasionally to 105, the face becomes 
flushed, the conjunctivae are injected and the 
patient takes to bed with widespread aches and 
pains which are especially marked in the lower 
part of the back and muscles of the leg. There 
is a general feeling of prostration and malaise. 
The patient is drowsy and looks limp and 
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heavy, and dull about the eyes. Usually there 
is very little coryza, but the patient may cough 
a little and complain of hoarseness and sore 
throat or a pain behind the sternum. Some- 
time the frequency of the cough is in striking 
contrast with the negative chest findings. Less 
often the disease may commence with nausea 
and vomiting, pain in the abdomen and diar- 
rhea. The affection may begin with a sharp 
epistaxis. The tongue is dry and covered with 
a brown fur. The lips are slightly cyanosed 
even in the simple forms of influenza. Exami- 
nation of the chest usually reveals little ab- 
normality, but sometimes scattered, coarse rales 
may be made out. 

In comparison with the high temperature, 
the pulse rate is but slightly raised and the 
respiration is rarely over twenty. These simple 
cases usually last from three to five days, when 
the temperature comes down by sharp lysis 
although crisis is sometimes observed. Drench- 
ing sweats are common even where antipyretics 
are not used. The patient usually feels played 
out for several days, and emaciation is quite 
considerable even after a mild case. Some pa- 
tients may be ill for a week or more with acute 
laryngitis and aphonia, and never show a tem- 
perature above 99 or 100. 

As far as can be ascertained no patients die 
of simple influenza. 

Between the simple and the pneumonic forms 
there is a group of cases in which there is more 
sputum and more definite signs of bronchitis 
than in simple influenza, but the condition of 
the patient is not serious and no consolidation 
of the lung can be made out. In the present 
state of our knowledge of the disease, it is diffi- 
cult to state what are, and what are not spora- 
dic cases of influenza even if the bacillus in- 
fluenza is the predominant micro-organism in 
the sputum. 

There is the more severe type or the pneu- 
monic form, in which the onset is sudden and 
from the first the symptoms are graver than in 
simple influenza. There may be severe epis- 
taxis, headache, body pains as in the simple 
form, but together with these symptoms there 
is great respiratory distress, a hacking cough, 
cyanosis, and marked dyspnea. 

The condition is alarming and much more 
so than the examination of the chest would 
seem to justify. 


On percussion there is diminished resonance, 


but no actual dullness. In auscultation a 
rather patchy diminution of the respiratory 
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murmur is made out. A few moist rales my 
be heard. The cyanosis increases and the y1- 
tient may die in from thirty-six to forty-eig it 
hours. 

The condition of the heart may remain 1e- 
markably good until just before the end, whn 
its action becomes very rapid, the pulse th n 
and thready, and the patient expectorates a 
quantity of frothy blood stained fluid. The 
temperature may drop to normal before deat. 
The temperature curve is a very irregular one. 

Recovery by crisis is not uncommon, although 
the temperature usually comes down by lysis. 
A rapid fall to subnormal, when not accom- 
panied by a lowering of the pulse and respi- 
ration, is a grave sign. Cyanosis is a prominent 
feature in the clinical picture of these cases. 
It may be of a dark reddish blue variety, seen 
in lobar pneumonia, but in the majority of 
instances it is of the lilac or heliotrope variety 
described by French. It may be seen over the 
entire face, or it may be confined to the ears 
and mucous membrane of the lips. The cyano- 
sis is not due to embarrassment of the right 
side of the heart, but to some lesion of the res- 
piratory epithelium which prevents the oxygen 
in the alveolar air from entering into the blood. 
Tt has been found that the fault does not lie in 
combining power of hemoglobin and oxygen. 
Tn fact, a satisfactory explanation has not been 
found. 

The white blood cell count is rarely in- 
creased, and very often is below normal. 

705 Main Street. 


MEDICAL TREATMENT OF INFLUENZA.* 
By i, KEITH BRIGGS, M. D., South Boston, Va. 


Prophylaxis —Preventive measures directed 
against the contraction of influenza, especially 
in epidemic periods, are either desirable gen- 
eral hygiene or measures based upon empiri- 
cism, since we are doubtful as to the causal 
organism and are ignorant of the causes which 
led to the occasional world-wide spread. Con- 
siderable difficulties are found in trying to 
carry out preventive measures against in- 
fluenza, owing to the short incubation period 
and the non-recognition of the disease in its 
early stages before the patient has conveyed 
the infection to a large number of persons. 

Personal Protection—Rooms should be airy 
and well ventilated. The individual should 


*Read as part of the symposium on Influenza at the meeting 
of the South Piedmont Medical Society, in Danville, November 
18, 1924. 
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rubs afterwards are soothing and will often 
induce sleep.” For sleeplessness, Dover’s pow- 
der, trional or luminal may be given. For 
simple irritation of the throat, antiseptic gar- 
gles are used, but if the tonsils show any sign 
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Ly «| against draughts and chilling of the was taken was one who had been free from 
ra bo » surface. He should gargle the throat fever for four or five days. When possible, 
rat al. spray the nose with a mild antiseptic, night a convalescent with symptoms and complica- 
ar. morning, and in epidemics keep away tions of the same type as those of the patient 
Te- fr m public gatherings and crowded convey- treated would be used. In most cases the blood 
en ales. Vaccine therapy, if used, must be car- was injected within a few minutes of its with- 
Mn ri. | out in combination with protective agen- drawal, but when this could not be done 2 ¢.c. of 
a ci-. As a prevention, vaccines are in an experi- a 2 per cent sodium citrate solution was used to 
‘hie n. ital stage, yet a combined vaccine of in- prevent coagulation. The amount of blood used 
th. fli nza bacillus, streptococci and pneumococci was 10 to 20 ¢.c. injected subcutaneously into 
ne. seomed to do some good in British Naval and abdomen or thigh. In most every case the in- 
ch Avy Forces, although the immunity produced jection had a favorable effect upon temperature 
sig, was of a short duration. and the general condition of patients was im- 
ni- General Measures in Treatment of Acute Proved. 
pi- [i tuenza—The patient should be put to bed Bayeux states that influenza involves a re- 
anit in a well ventilated, warm room, with no duction of pulmonary ventilation and dimin- 
an. draughts blowing on him, and kept in bed un- ished oxygenation of the system which is in- 
en til fever has been absent forty-eight hours. creased by the fever, Broncho-pneumonia fre- 
of Calomel is given followed by salines or castor quently complicates influenza; the respiratory : 
ty oil to combat toxemia. Large quantities of embarrassment becomes more serious and may 
he water, soda water, lemonade, or barley water catise a fatal asphyxia. Artificial oxygenation 
L's are given to flush kidneys. Liquid diet is ad- is indicated in such cases, but in practice oxy- 
_ vised, although egg-nogs, custard and junket gen inhalation involves the use of complicated : 
ht can be given. For pain and fever, the ice cap apparatus. Consequently the author advocates 
- to the head, together with phenacetin and co- the use of the subcutaneous injection of oxygen 
en deine internally generally give relief, although which he has used for many years in all types 
vd. it is necessary at times to give a hypodermic of influenza. Those injections should be given 
in of morphine, grain 1/6 to 1/4, and atropine at an early stage and continued as long as fever 
nN. grain 1/150. Warm sponge baths and alcohol or symptoms of insufficient respiration persist. 


The dosage is based upon the rapidity of the 
absorption of the oxygen. The greater the 
respiratory embarrassment, the greater the 
absorption. Dyspnea is relieved, the lungs are 
less affected and less liable to further infection, 


fever is reduced and renal excretion is im- 


of acute infections they may be mopped with 
proved. Bayeux has never observed any out- 


* 6 to 8 per cent nitrate of silver solution daily. 
In case of hoarseness or laryngitis, the patient ward effects of this treatment, but has found 
1 may inhale compound tincture of benzoin, that it shortens the course of the disease and 
y one drachm on boiling water, and have ice bag improves the prognosis. 
or mustard plaster applied over throat. No Willmore and Gardner Merwin, of England, 
. treatment is needled for slight epistaxis, but, if report a treatment used in influenza, based 
al severe, the nostrils may have to be packed with on the following considerations: 
h gauze saturated in adrenalin, and hemostatic 
serum given hypodermically. For cough, am- 
monium carbonate end carbonate of cree ‘ efinitely determined, hence specific therapy is 
“ sote in syrup of wild cherry may be used as not indicated. nae 
d an expectorant, with codeine, if the cough is 2. A marked leucopenia is invariably found 
bothersome. in early uncomplicated cases, corresponding in 
d In case of collapse, whiskey, aromatic spirits degree with a clinical severity of the disease 
of ammonia and strychnine may be given. and a consequent lowering of a patient’s re- 
y Other treatments, such as treating severe cases sistance. 
d with the whole blood from a convalescent pa- 3. A profound toxemia is noted in the 
va tient, may at times be necessary. In such in- severe cases, with vomiting, abdominal pain 
- stances, the convalescent from whom the blood and deep cyanosis out of proportion to the 


en 
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pulmonary involvement found at autopsy— 
very similar in type to acid toxemia. 

Treatment was, therefore, two-fold: First, 
hypodermic or intramuscular injection of 
sodium nucleinate to stimulate the production 
of leucocytes directly. The sodium nucleinate 
was obtained in ampules of 2 c.c. containing 
.05 gm. per e.c. The usual dose was one 
ampule given intramuscularly although a 
second dose was sometimes given at request of 
patient. Second, large doses of an alkali in 
the form of sodium bicarbonate, one drachm 
every four hours, were given and as much glu- 
cose in food as patient would take. In severe 
cases glucose was given by rectum, subcutane- 
ously, or intravenously in a 3 per cent solution 
with sodium bicarbonate in 2 per cent solution, 
In addition free purgation and cardiac stimu- 
lants hypodermically were employed, and where 
there was much mucopurulent expectoration a 
mixture of potassium iodide and creosote was 
given. In nearly all cases, rapid improvement 
followed the injection of sodium nucleinate, the 
crisis occurring usually in forty-eight hours 
after first injection. 

This treatment was used in a large number 
of cases and gave excellent results. Vaccine 
therapy in acute cases is seldom necessary; in 
sub-acute or chronic cases with lung involve- 
ment, the combined influenza, streptococci and 
pheumococci vaccine seems to give the best re- 
sults. 


By heroic doses of salicin, Turner states 
that he is able to shorten an attack of simple 
influenza. He says this method seems to de- 
stroy the infectivity so that the disease does 
not spread throughout the household. He used 
20 grains every hour for twelve doses then 20 
grains every two hours for the next twelve 
hours. Bleur gives by mouth pills coated with 
gelatine containing 20 centigrams of methylene 
blue four times a day, but prefers intravenous 
injections of 1 to 2 c.c. of a 5 per cent sterilized 
solution. He states that there is no danger 
and the attack is shortened and complications 
prevented. Solutions of gold, tannic acid, 
silver and arsenic have been used and much is 
claimed for such treatments. Capitan em- 
ployed intramuscular or intravenous injections 
of colloid arsenic, using 6 to 9 c.c. of colloid 
arsenic alone, or combined with equal amount 
of colloid silver, and gives three or four in- 
jections. Thirloix used intragluteal injections 
of milk and found it more powerful than other 
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colloids. He used 5 to 10 cc. of cold m lk 
which had been sterilized and filtered, althou +h 
a local abscess may form and violent react on 
follow. He continues with this morning and 
evening, at the same time giving rectal inj :c- 
tions of 20 grains of eucalyptus leaves in cne 
quart of water. Ferrarinin commences int:a- 
venous injections of 1 centigram of perichlo: id 
of mercury in 1 ¢.c. of normal saline if signs 
of pulmonary congestion appear and contini es 
this treatment every four or five days, caws- 
ing fall in temperature, improvement in pulse 
and decrease in cyanosis, this method being 
aimed at the pneumococci and _ streptococci 
which are such frequent invaders of the lungs. 

Anti-pneumococcie and anti-streptococcic 
serums have been used and from some quarters. 
quite favorable results reported. 


The Pneumonic Form possible the ser- 
vices of a nurse should be secured at once. The 
patient should be isolated especially from any 
others with influenza or any one with the 
streptococcus hemolyticus in their throats. The 
indications are to combat toxemia, provide 
rest, and to foresee and treat symptoms as they 
arise. The window should be wide open, and 
a plentiful supply of water and magnesium 
sulphate given every morning unless diarrhea 
be present. The patient should be fed as in 
simple influenza. For pleuritic pain a mus- 
tard plaster or the ice bag will help to relieve, 
but often it is necessary to give a hypodermic 
of morphine grain 1/4 or 1/6 and atropine 
grain 1/150. If cough is dry and hacking, 
give codeine grain 1/8 with glycerine 15 
minims and spirits of chloroform 2 minims, 
in water every three hours. 

Sleep is essential and Dover’s powder or 
hypnotics are often necessary. Tympanites is 
often a serious matter with which to deal and 
turpentine stupes should be used. A rectal 
tube inserted while the stupes are applied al- 
lows the flatus to escape more readily. Liquids 
must be reduced and carbohydrates, such as 
sugar, decreased to the minimum. ‘Turpentine 
may be given by mouth in 15 drop doses. If 
turpentine enemata are given, it is a good plan 
to give at the same time an ampule of pituitrin 
hypodermically every four hours. 

If there is a nephritis, the bowels must be 
kept acting. A mustard plaster may be used 
over the lumbar regions and a hot colonic ir- 
rigation given to induce the kidneys to act. 
Atropine grain 1/75, night and morning, is a. 
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goo | respiratory stimulant. Oxygen may im- 
pre color in cyanosis. 

}, is a wise plan to digitalize the heart from 
the first and keep it so in order to be ready 
when the strain comes upon that organ. An 
ice bag over the precordium will often relieve 
ca liaec distress. In failing circulation a 
“po” of camphor in oil and caffeine and 
so ium benzoate will help. Venesection seldom 
produces any marked betterment, but Ravant 
highly recommends it in pulmonary edema. 

in protracted or intermittent fever there is 
one treatment that is called for and cannot be 
emphasized too often; that is puncture of chest 
repeatedly in search of pus. In meningitis, 
daily withdrawal of cerebrospinal fluid under 
measured pressure is indicated, and, if the 
organism is cultivated, a vaccine may be made 
and injected. Influenza in pregnancy re- 
quires that every effort be used to keep the 
patient from having premature labor or abor- 
tion. 


SOME NORMAL AND ABNORMAL 
PHENOMENA OF THE THYROID 
GLAND. 

By JETER R. ALLEN, M. D., Marshall, Va. 

The human thyroid is made up of two main 
masses. The lateral lobes are joined together 
in the middle by the isthmus, these combined 
portions weighing from 30 to 35 grams. It is 
enclosed by a capsule which maintains its 
position, and is only of interest surgically. 
From the capsule, septa extend into the gland, 
forming the glandular lobules. Accessory lobes 
are often found. The thyroid is superficially 
situated and covered by the skin, fascia, infra- 
hyoid and platysma muscles, and in the nor- 
mal individual is easily palpated. 

Blood Supply.—it is very vascular in blood 
supply. receiving its supply from the superior 
and inferior thyroids on either side and their 
anastomoses which form a capillary network 
around the acini. 

Nerve Supply—tThe nerve supply has not 
been definitely determined, but the sympa- 
thetic branches constitute the chief supply, 
which may be supplemented by the superior, 
inferior and recurrent laryngeal nerves. 

Physiology.—The thyroid gland liberates an 
internal secretion which exerts profound effects 
upon the growth and metabolism of the in- 
dividual and also bears important relations to 
immunity. It is closely connected with sexual 
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development and function, this influence being 
more pronounced in the female than in the 
male. 

The thyroid effects are probably reflected in 
all active cells of the body, and are in general 
catabolic, accelerating metabolism and increas- 
ing cell activity. Most of this effect is due to 
the active iodine compound secreted (thy- 
roxin). So it would appear that the abnormal 
phenomena which occur would be attributed to 
clisturbances of this secretion. 

There is some direct or indirect connection 
of the thyroid with other endocrine glands and 
their secretions, but rather than get myself 
connected with the many different theories and 
opinions, I will confine myself to the thyroid. 

We know that the thyroid plays an import- 
ant part with the individual’s growth and de- 
velopment, both mentally and bodily, especially 
in the female in regulating the process of 
menstruation, and during pregnancy hyper- 
trophies to compensate for the added func- 
tional requirements. Therefore, we have 
physiological hypertrophy at puberty, the 
menstrual period and during pregnancy, but, 
while this is the rule, this physiological pendu- 
lum may swing too far and assume pathologi- 
cal conditions. 

Thyroxin effects the blood pressure, pulse 
rate, and metabolism: First, nitrogen meta- 
bolism, next, fats, and finally, carbohydrates— 
which may be due to either direct stimulation 
or indirect effect. 

There are two main divisions of disturbance 
brought about by perversion of thyroid func- 
tion: Hypothyroidism from lack of secretions, 
and hyperthyroidism from an excess of secre- 
tions. Hypothyroidism is the less frequent 
that we are called upon to treat and the treat- 
ment is more easily decided upon. The symp- 
toms occur as a rule in early life—during the 
development of the child and up to puberty. 
They are manifested by reduced metabolism, 
lowered temperature, short stature, increased 
carbohydrate tolerance, irregular development 
of epiphyses of the long bones, short stubby 
fingers and poor nail development, slow pulse, 
dry rough skin, scant dry hair, and slow de- 
velopment of the hair peculiar to sex, mental 

dullness, thick tongue, dull expression and 
lack of mentality. Teeth are irregular and 
dentition delayed, and at puberty sexual organs 
are undeveloped and the menstrual flow is slow 
in being established and irregular as to time 
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and quantity. The treatment of this condition, 
in addition to hygienic and nutritional means, 
is thyroid medication. 

Hyperthyroidism is a disease which requires 
some explanation because it is often confused 
with another condition known and described 
as exophthalmic goiter. The former disease, 
as its name implies, is caused by an excess of 
thyroid secretion; therefore, you would ex- 
pect to find the symptoms produced to be just 
the opposite of hypothyroidism or myxedema. 
According to Plummer’s classification, there 
are two <listinct types of hyperthyroidism, 
each due to different pathological changes in 
the gland. In simple hyperthyroidism there 
is not the typical hyperplasia of the glandular 
substance, but it may be associated with ade- 
noma in the gland and the clinical syndrome 
is distinguishable. 

The syndrome associated with adenomata 
of the gland is characterized by increased basal 
metabolism, caused by an excess of normal 
hormone liberated in the tissues, and begins 
about middle age. It is evidenced by nervous- 
ness, tremor, tachycardia, loss of strength and 
weight, and a tendency to hypertension. Later 
we may find a stage of myocardial degenera- 
tion. 


The underlying cause of stimulus that acti- 
vates the gland to adenomatous growth and 
over-secretion is not definitely known. The 
causes are usually some focal infection or men- 
tal strain, often called change of life by the 
laity. 

Naturally the treatment would be to correct 
and treat the underlying cause if it can be 
found, and would be along medical and psycho- 
logical lines. 

Exophthalmie goiter, often miscalled hy- 
perthyroidism, is also known as Graves’ disease, 
Basedow’s disease, Flajani’s disease, and 
Parry’s disease. It is brought about by in- 
creased activity of the thyroid gland, is accom- 
panied by enlargement and increased vascu- 
larity of the gland, and, in addition to the 
symptoms mentioned under the head of hyper- 
thyroidism, has the characteristic eye symp- 
toms. 

Etiology—Heredity appears to bear a part 
in a fair number of cases. This condition 
occurs about ten times as often in the female 
as in the male, and is usually seen in young 
adult life from sixteen to forty years of age. 
Emotional causes, such as fright and long- 


continued anxiety, are often exciting caus, 
and frequently there is a neuropathic fam ly 
history. 


By far the most frequent cause is psycl.ic 
insult. 


Symptoms and Diagnosis —The symptoias 
are enlarged gland, palpitation of the hesrt 
and tremor, nervous apprehensions, loss of 
weight, insomnia, dyspnea, vomiting at times, 
headaches, precordial pains, rapid pulse, often 
(dilatation of the heart, increased basal meta- 
bolism, and increased oxidation of the body. 
Later there may appear the characteristic eye 
signs, Which are exophthalmus. In addition 
we may note Stellwag’s sign, a widening of 
the palpebral fissure; von Graefe’s sign, a fail- 
ure of the upper lid to follow the eyeball in 
looking downward, and Moebius’ sign, a weak- 
ness in convergence of the eyes. 


Treatment —Surgery gives the brightest field 
of success. Medical treatment is less certain. 

X-ray has some advocates, and organo- 
therapy may help in some, but the best treat- 
ment, leaving out surgery, that I have found 
is elimination—removal of all causative fac- 
tors so far as they can be ascertained—and 
sedatives. Nothing, however, gives bright re- 
sults, as a rule, in the hands of the general 
practitioner. 


Goiter, also called bronchocele and struma, 
is a chronic enlargement of the thyroid gland. 
It is not due to neoplasm, and occurs more 
frequently in certain localities. especially 
mountainous sections. Like the rest of these 
diseases it is found more often in the female 
than in the male, and may be found at any 
age from childhood to old age, though the per- 
centage of cases rises rapidly at puberty in 
both male and female. It is the expression 
of an effort on part of the thyroid to maintain 
a normal quantity of thyroid hormone to meet 
the needed deficiency, or may result from nerv- 
ous, toxic or chemical effect. 

The first change in the gland is hyper- 
plasia of the epithelia to meet the physiological 
demands for iodine to compensate for the im- 
perfectly formed secretions. General increased 
demand of the body for more thyroid hormone, 
such as occurs at puberty and in pregnancy, 
will cause a physiological hypertrophy which, 
if it persists after the need has passed, results 
in goiter, called simple goiter. 

There are two kinds of goiter, depending 
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up: | pathological changes in the gland, viz.: 
sir le and colloid. 

mple goiter is caused, as I have stated, 
fron excessive hyperplasia physiological 
process. Other causes are focal infection, in- 
te. inal intoxications, but more often it is due 
to ack of iodine received from outside sources 
by the individual. Simple goiters rarely cause 
syiiptoms and never attain a large size. 

‘‘olloid goiter is a non-toxic type of goiter 
which may not give symptoms for years, ex- 
cept those that produce pressure upon sur- 
rounding structures. They may become very 
large and hang in great masses, which may 
be median or lateral depending upon the lobe 
or lobes involved. The gland alveolar are dis- 
tended with colloid material, but the epithelia 
are not notably altered. These changes may 
not effect all the acini, but may here and there 
throughout the gland. 

The complications of interest are occurrence 
of degenerative or proliferating changes in a 
pre-existing colloid goiter. These changes 
usually occur late in life and the patient will 
exhibit nervous and all other symptoms of 
toxic goiter except the exophthalmus. 

The treatment mainly is preventive. It is a 
decided question that goiters are caused or 
brought on by a deficiency in iodine in the in- 
dividual. Recently the different state health 
boards, including ours, have been recommend- 
ing the use of some iodine product with the 
foodstuff, especially in localities where goiter 
is prevalent during the growth of the indivi- 
dual and at periods of life when there is an 
especial call of the system for iodine. Sodium 
iodide is the salt of choice. Among others, 
there is a salt put up by Mulkey’s Salt Co., 
Detroit, Mich., and this is sold in most retail 
stores. It is nothing more than simple table 
salt to which just enough sodium iodide has 
been added to meet the iodine needs. We all 
know that goiter is more prevalent in moun- 
tainous sections than near the sea coast, due, 
no doubt, to iodine in the drinking water re- 
ceived from the sea weed which grows about 
the coast. While our waters in this section are 
comparatively free from iodine, I have noted 
this especially since leaving the lower section 
and taking up my profession in this part of 
the state. 

Personally, I do not believe that all indi- 
viduals will need iodine treatment to make 
up for this deficiency, but the main point which 
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I wish to emphasize is to be always on the 
lookout for those who are beginning to show 
symptoms, especially in growing girls, and by 
so doing we will prevent many cases of goiter. 
When we do feel that iodine treatment is in- 
dicated, we should observe the patient from 
time to time, and should toxic symptoms de- 
velop we should go slow or discontinue treat- 
ment for a while. 

Other causes, such as focal infections—of 
the tonsils, for instance——should have ap- 
propriate treatment; also, maintain the gastro- 
intestinal tract in a healthy condition. Good 
hygiene and suitable diet are important. Surg- 
ery is often resorted to for purely cosmetic 
effects, and should not be delayed too long if 
medical treatment is not satisfactory, or if 
there is evidence of degenerative or toxic 
changes. Glandular therapy at this time is 
creating some interest in all classes of thyroid 
dysfunctions, but time and preparation will 
not permit me to discuss them on this occasion. 


SuMMARY 
The thyroid is essential to health and growth. 
It may assume pathological manifestations. 
Pathological phenomena occur oftener in the 
female than the male. 
Karly treatment gives brightest results. 
It is more easily prevented than cured. 


DIAGNOSTIC AND THERAPEUTIC 
ADJUNCTS TO MEDICAL PRACTICE 
AS AFFORDED BY THE LYON- 
MELTZER NON-SURGICAL GALL- 
BLADDER DRAINAGE — TECH- 
NIQUE—CASE REPORTS.* 


By GEO. P. HAMNER, M. D., Lynchburg, Va. 


The method is so extensively used at present, 
and so well known, that only a brief mention 
of the technique is necessary. 

The duodenal tube is introduced into the 
stomach, after first cleansing the mouth and 
fauces, to about the 56 c.m. mark. The patient 
is then required to assume a reclining position 
on a couch or bed, and the stomach is lavaged 
with about 250 c.c. of a 1-12,000 solution of 
potassium permanganate; after which the 
tube is now slowly swallowed, with the patient 
lying on the right side, to the 76 c.m. mark. 
The free end of the tube is then dropped over 
the side of the couch into a white dish or pus 
basin so that the first appearance of bile may 


*Read at the meeting of the South Piedmont Medical Society, 
at Danville, Va., November 18, 1924. 
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be noted. The time required for the passage 
of the Rehfuss or Einhorn bulb through the 
pylorus is variable, depending largely, of 
course, upon the condition of the gastric func- 
tion, the pyloric orifice, and the individuality 
of the patient. The time is usually between 
thirty minutes and one and a half hours. In 
very rare exceptions though, fifteen minutes 
has been the minimum time for this stage of 
the operation. 

As soon as the bile makes its appearance, 
which is an indication that the bulb is in the 
duodenum, about 100 c.c. of a 331/3 per cent 
solution of magnesium sulphate, which has 
been previously sterilized and warmed to about 
the body temperature, is introduced slowly 
through the tube. After this, aspiration is im- 
mediately begun by attaching a bottle with 
perforations in the rubber stopper for two 
glass tubes, and a two-way rubber aspirating 
bulb is attached for creating a vacuum in the 
bottle. 

The first bile which flows back into the bottle 
with the magnesium sulphate solution is usu- 
ally light in color and is recognized as bile 
from the common duct. This is classified as 
specimen “A.” Later the bile becomes of a 
much darker hue, is thicker and more tenacious, 
and, according to Lyon, is recognized as bile 
from the gall-bladder proper. This is marked 

Finally, after the bile tract is completely 
emptied, the bile is much lighter in appearance 
and thinner in consistency. This specimen is 
labeled “C.” and is recognized as fresh bile 
from the liver itself or hepatic duct. The three 
specimens having been obtained under condi- 
tions as nearly aseptic as possible, are then 
submitted to the laboratory for microscopical 
examination and culture. 

Many erroneous impressions were at first 
formed by both the medical profession and the 
laity regarding this method, and some medical 
men scorned the idea which became prevalent 
that the tube could be introduced directly into 
the gall-bladder, and that it could be emptied 
in this way. Of course, no such claim was ever 
made by the originator, or anyone else who 
used the method, and the profession has now 
fully realized that no such claim is made by 
those who are doing this work. 

A word here about the effects: The discom- 
fort to the patient is negligible during the 
procedure, but there is a certain amount of 
exhaustion attendant upon it and following the 
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treatment, due principally, I believe, to ‘he 
flushing of the duodenum by the magnesi:.m 
sulphate solution which escapes into the je u- 
num, and also to the volume of fluid left in tie 
duodenum after the procedure is complet: d. 
This latter comprises about 250 c.c. of a so.u- 
tion of Ringer’s tablets in warm water. T) is 
I formerly used, but have long since abandoned 
it in favor of a mild, alkaline antiseptic mani- 
factured by one of our retired physicians, and 
known by the trade name of “Nabuso,” using 
60 c.c. of this preparation in 200 c.c. of warm 
water. On account of the above mentioned ex- 
haustion, I only use the drainage in practice 
on alternate days, treating the cases as ambu- 
lant, though some gastro-enterologists keep 
these cases in bed and drain every day for from 
three to five weeks. 

But I have devoted much more time to dis- 
cussing the technique than I had intended, an: 
will now recite some cases, with the results 
obtained. 

Case 1—Mrs. C., white, married, about 
thirty years old, has been having typical at- 
tacks of biliary colic for the past two years. 
When seen with her physician she was suffering 
distressing nausea and vomiting, with sharp 
cramping pains, and with acute tenderness over 
the entire abdomen, but greatly intensi‘ied over 
the region of the gall-bladder. The nausea 
was so severe and persistent and the pain so 
constant, that it was thought inadvisable to 
attempt gall-bladder drainage by the Lyon- 
Meltzer method at that time. In fact, I frankly 
expressed my firm conviction that this was a 
case of cholelithiasis, and one for the surgeon 
rather than for me. Her physician, who was 
also a surgeon, concurred in this fully, but the 
patient was violently averse to surgical methods 
and, besides, as she was very fleshy, was not 
considered a very favorable subject for opera- 
tion. A compromise of watchful waiting was 
instituted, and gastric lavage resorted to for 
the control of nausea, and opiates given for the 
pain. Five days later, after a marked improve- 
ment in the patient, a gastric analysis was made 
and the gall-bladder drained at the same 
sitting. She was requested to return for an- 
other treatment on the third day, but as relief 
was immediate and, as later developments 
proved permanent she refused further treat- 
ment. 

Case 2.—Mrs. B., white, young married 
woman about thirty years old. When seen by 
me she was suffering from what appeared to 
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be » plain case of acute catarrhal jaundice. All 
of |e typical text-book symptoms were pres- 
en nausea, vomiting, itching, constipation, 
an: the skin deeply colored with bile. As she 
ha been suffering several days with these 
sy iptoms, the whole abdominal region was 
qu.ie tender and sensitive to the touch. This 
sor ness was attributed to the persistent retch- 
ine. There was no characteristic pain in this 
case. 

The first attempt at drainage was unsatis- 
factory, as only a small quantity of tenacious 
mucus and a number of short, white, tough 
pligs of mucus about as large around as a 
erow’s quill were obtained. But on the second 
attempt a large quantity of black, thick, viscid 
bile came into the bottle following the apparent 
dislodging of more small plugs of mucus simi- 
lar to those obtained on the first day. Subse- 
quent drainages were accomplished without 
difficulty and, after the third treatment (the. 
treatments being given on alternate days), the 
jaundice began to disappear, and in less than 
ten days the skin was clear. Slie had about 
six treatments and at this date, two years later, 
she has had no further trouble with her gall- 
bladder. The laboratory findings in this case 
were negative to any bacterial infection of the 
bile. 

Casr 3.—This was a young married woman 
of about thirty-five, who gave a history of 
having had a cholecystectomy eight months 
previous to the time of her present illness. The 
operation had given relief from the pain and 
tenderness she had experienced around the 
gall-bladder; no gall-stones had been found. 
About ten days before she was seen by me she 
began having more trouble, and rapidly became 
jaundiced. When seen in consultation with her 
physician she was deeply jaundiced, and there 
Was nausea and vomiting. She complained of 
pain and tenderness over the entire hepatic 
area, and was running a temperature ranging 
from 99.5° to 101° F. Her physician did not 
feel that it was a case for further surgical in- 
tervention and asked if I thought the Lyon- 
Meltzer treatment would afford her relief. I 
advised its trial at least. 

On the first treatment very little bile was 
obtained, but, as in the preceding case, a quan- 
tity of mucous plugs were noticed in the solu- 
tion of magnesium sulphate used for facilitat- 
ing the flow of bile. At the second attempt 
more bile was obtained, but even this was not 
completely satisfactory, though the patient was 


already improved, with a normal temperature, 
and skin and sclera clearing rapidly; not un- 
til the third treatment though, did there appear 
to be a complete emptying of the gall-bladder, 
when rather suddenly a large quantity of inky 
black bile appeared, and of the consistency of 
thick syrup. 

The patient had so far recovered now that 
she was allowed to leave the hospital and go 
to the home of a relative in the city. The two 
subsequent treatments were given at the office, 
and the patient returned to her home in North 
Carolina. She expressed herself as feeling per- 
fectly well again, and her skin was clear. 

Case 4.—Miss R., a maiden lady of advanced 
aged, referred while already hospitalized. She 
had nausea and vomiting, with no appreciable 
pain, but appeared extremely emaciated and 
debilitated. On attempting to perform gall- 
bladder drainage a large quantity of tenacious, 
glairy mucus was aspirated from the stomach, 
and the tube was greatly delayed in entering 
the duodenum. The flow of bile was scanty 
and of a peculiarly turbid character. On sub- 
mitting to the laboratory, the culture in all 
three specimens showed heavy growths of 
colon bacilli. She was treated by gastric lav- 
age and gall-bladder drainage several more 
times, then put on dietary and tonic treatment 
until she was in physical condition for a chole- 
cystectomy. This was subsequently done, and 
the gall-bladder found to be a veritable pus 
sac, with multiple abscesses in its mucosa. 

Case 5.—S. L. F., male, white, about fifty 
years old. Gave history of having been in 
robust health until about ten months previous 
to present illness, when he began to lose weight. 
Upon examination sugar was found in urine. 
He was pronounced a diabetic by his physi- 
cian and treated for this condition, principally 
by diet, until he was sugar free. No insulin 
was given. He was kept on a rigid diet. and 
remained slightly under weight until present 
illness. which came in the form of a sudden 
let down after a strenuous political campaign. 
On examination by a friend whom he was visit- 
ing, and who is a physician, he was found to 
have a temperature of 103° F., and was very 
much exhausted. He was advised to enter a 
hospital in Lynchburg and placed himself un- 
der a physician of that city. Examination of 
his mouth disclosed a bad case of pyorrhoea and 
all of his teeth were extracted. The high tem- 
perature persisted, however, and the most com- 
plete physical examination, aided by X-ray 
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failed to afford an explanation of the tempera- 
ture, nor could it be controlled by any form 
of anti-febrile medication. It began to rise 
regularly every day about 4 P. M., reaching the 
fastigium about 8 P. M., and would gradually 
subside to normal before midnight, only to re- 
peat the same performance the next day on 
the exact schedule time. There was never any 
sugar found in the urine now, though I believe 
the blood sugar index was a little above normal. 
There was never complaint of pain or other 
symptoms at any time except extreme weakness 
and loss of appetite. 

The general debility increased at an alarm- 
ing rate from day to day. It was at this stage, 
after consultation by his physician with Dr. 
Vanderhoof, that I was called in and re- 
quested to make a gastric analysis, and then to 
obtain bile by the Lyon-Meltzer method for 
laboratory examination. The Rehfuss test meal 
was given and a great quantity of thick, glairy 
mucus was obtained with the crackers and 
water at each aspiration. The analysis showed 
an almost total achylia with general insuffi- 
ciency of peptic secretion. 

The succeeding day, gall-bladder drainage 
was accomplished and a rather small quantity 
of pale, yellow, turbid bile obtained, which was 
of the same appearance and _ consistency 
throughout the drainage period, eliminating 
any possibility of classifying the bile as “A.” 
“B” and “C” bile. However, three separate 
specimens were collected corresponding with 
that from the common duct, the gall-bladder 
proper and the hepatic duct as nearly as could 
be estimated. All three specimens showed a 
very heavy colon bacillus culture. 

Drainage was now practiced daily and the 
temperature began a rapid decline from the 
first treatment and subsided entirely in about 
four days. The patient was put on a much 
more liberal diet, adding an appreciable 
amount of carbohydrates, and watching the 
urine daily, of course, to detect any reappear- 
ance of sugar. He was given dilute hydro- 
chloric acid in liberal doses, one drachm three 
times a day after meals. This was all the medi- 
cation used. He continued to improve and the 
bile took on a normal aspect. 

Treatment by drainage was now only re- 
sorted to on alternate days instead of daily, and 
this was kept up for four weeks; then twice 
a week for two more weeks. He was now on 
full diet, and, much against our advice, was 
taking large amounts of sweets daily. 
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Gastric analysis on December 5th, about + wo 
months after first seen shows the gastric se: re- 
tions normal. The patient had gained, or 
rather re-gained, twenty-one pounds, lost < ir- 
ing the first stages of his illness and has re- 
mained well for about twelve months. 

Case 6.—W. T. R. This was a young w! ite 
man about twenty-five years old, employed in 
one of the shoe factories of the city. He con- 
sulted me for “indigestion” and a persisteat, 
dull pain in his right side just below the ribs. 
A gastric analysis showed very little if any 
abnormality, and the symptoms did not point 
to a gastric or duodenal lesion. He was averse 
to an X-ray examination of the gastro-intesti- 
nal tract for financial reasons, and after being 
treated dietetically and with gastric lavage he 
made some improvement, which, however, was 
only temporary, and was finally looked upon by 
me as a neurasthenic. He gradually drifted 
from my service, a fact for which I was not 


‘really sorry, nor did I really feel resentful, as 


I did not feel that I had helped him any. 

Several months later he came in and told me 
that his regular physician had insisted on his 
being X-rayed, and that the doctor had re- 
quested that I go over the plates with the 
roentgenologist. Later the physician. himself 
called me and made the request. A study of 
the plates with Dr. Spencer showed the appear- 
ance of an indentation of the duodenum for 
about half of its lumen as if some object about 
as large as a black walnut had impinge: 
against it. The most plausible explanation of 
this rather unusual phenomenon was that it 
was an enlarged gall-bladder. Lyon-Meltzer 
drainage was resorted to and immediate relief 
was obtained after a large quantity of black 
viscid bile was obtained. Three more treat- 
ments were given to insure free drainage, and 
he has remained well for the past eighteen 
months. 

Case 7.—G. C., white male, twenty-two, re- 
ferred by his family physician who informed 
me that he had been very markedly jaundiced 
for five weeks, but, with the exception of a 
slight anorexia and nausea at times and an oc- 
casional rise of temperature to about 99.5, there 
were no untoward symptoms, and aside from 
the pronounced jaundice he suffered no other 
symptoms. He also added that he had used 
all the classical methods in an endeavor to 
clear up this jaundice but without avail, and 
the patient was becoming more deeply jaun- 
diced daily. 
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\ hen he came to see me, he was without ex- 
ce) on the worst jaundiced person I had ever 
sec Every inch of his integument was of a 
bri’ .iant canary color except his cheeks which 
ha: taken on a decidedly greenish hue. 

‘he symptoms were so mild in comparison 
to is condition that it was apparent this was 
a cose of acute catarrhal jaundice due to biliary 
sta-is. Drainage was instituted and he was 
diiected to return two days later for a con- 
tinuation of the treatment. When he returned 
he said there was some improvement, though 
I told him frankly I could not see it. Where- 
upon he bared his leg from ankle to knee, and 
there was a perceptible clearing of both legs, 
but no where else. 

After several more treatments his skin 
showed a marked improvement over the entire 
body and after seven treatments he was clear, 
had gained seven pounds, had a splendid appe- 
tite and expressed himself as feeling perfectly 
well again. 

SumMMArY 

1. This method of diagnosing and treating 
certain forms of gall-bladder disease certainly 
has its application, and can be relied upon to 
give results. 

2. No claim for a panacea for all gall-blad- 
der trouble is made for it by its advocates. 
There are failures and disappointments met 
with in its use as in all other medical and sur- 
gical procedures. 

3. It sometimes can be used as a valuable 
adjunct to subsequent surgical procedure in 
tiding the patient over a condition when surgi- 
cal interference would not be advisable. 

4. As shown in at least one of the foregoing 
cases, it afforded relief and, apparently, a cure 
in a case in which there was a recurrence of 
alarming conditions following removal of the 
gall-bladder by surgery. 

207 Wall Building. 


A PLEA FOR MORE BLOOD SUGAR 
EXAMINATIONS. 
By WALTER P. ADAMS, M. D., Norfolk, Va. 

Since the days of Claude Bernard and his 
famous puncture of the fourth ventricle of the 
brain, there has been an ever increasing desire 
for information concerning the carbohydrate 
metabolism of the body. However, with all 


the brilliant work of the investigators, it re- 
mained for the important discovery of Bant- 
ing and Best, of Toronto, only a few years 
ago, to lend new stimulus to the subject. 


VIRGINIA MEDICAL MONTHLY. 45 


The sugar supply of the body comes from 
carbohydrates, proteins, and fats, fifty-eight 
per cent of protein material digested yielding 
the same type of glucose as carbohydrates and 
about ten per cent of fat the same. This glu- 
cose normally undergoes a change in structure, 
whith allows the liver to store some of it as 
glycogen to be used later as necessary. The 
remainder is carried to the muscles and other 
tissues where some of it is oxidized and some 
of it stored as glycogen. Some of this also en- 
ters into the formation of body fat. 

It is now known that the internal secretion 
of the pancreas (insulin) is intimately con- 
cerned with this change in chemical structure 
of the glucose which is necessary before gly- 
cogen may be formed. Consequently, this pan- 
creatic secretion is all important in the regula- 
tion of the amount and type of glucose found 
in any portion of the body. In abnormal gly- 
cemias—hyper, for instance—we find an in- 
sufficient removal of this unchanged glucose 
from the circulating blood and vice versa, the 
reverse in hypoglycemia. 

It is interesting to note the maintenance of 
a nearly uniform concentration of blood sugar 
in the normal body, no matter what is eaten. 
The mechanism for the removal of sugar from 
the blood is so perfect that even after a heavy 
carbohydrate meal the total blood sugar is only 
slightly increased.’ Also, after prolonged star- 
vation, the approximate percentage of blood 
sugar is maintained almost up to death. This 
has been particularly investigated by Harris 
and others, in patients with neoplastic obstruc- 
tion of the upper alimentary tract. 

As pointed out above, we can consider hyper- 
glycemia as being due to lack of insulin secre- 
tion by the body. If this hypoinsulinism be- 
comes so marked and so continuous as to cause 
the excess sugar in the blood to permeate the 
renal epithelium, we have the well known con- 
dition of diabetes mellitus. Hyperglycemia is 
the basis of all trouble in diabetes. The excess 
of sugar renders the blood a favorable culture 
medium for pus organisms. The thirst is 
caused by the lowered water content of the 
blood. Polyuria occurs whenever there is an 
increased blood sugar as evidenced by the in- 
travenous glucose treatment of cardiac or renal 
dropsy. Tissue resistance is markedly lowered. 
When we acquire a normal blood sugar in a 
previous diabetic, we see a disappearance of all 
these untoward symptoms. However, with the 
progress of the disease there seems a tendency 
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to moderate rises of blood sugar and, conse- 
quently, in this type of patient, a normal urin- 
alysis often gives no assurance that the blood 
has continued at a normal level. It is here 
that a blood sugar examination is quite neces- 
sary. 

Almost as frequently as we see diabetics, we 
see cases of hyperglycemia without glycosuria. 
These patients are potential diabetics, but it is 
impossible to classify them as such. They can 
never be found and helped without the aid of 
blood chemistry. Just as there are no two faces 
just alike, there are no two kidney thresholds 
that withstand the same amount of hypergly- 
cemia, and a “renal leak” may never occur if 
the kidney threshold is high. Many patients are 
seen whose blood sugar is .2 per cent to .3 per 
cent and who at no time during observation 
excrete sugar. It is accepted that a nephritis 
tends to raise the renal threshold for sugar so 
that as a nephritis becomes more severe, any 
glycosuria, if present, becomes less and less 
pronounced. But the majority of this type of 
patients are not nephritics. The blood sugar 
may only be slightly above normal limits; if so, 
repeat the blood sugar examination in conjunc- 
tion with one of the glucose tolerance tests and 
note the type of curve occurring at stated in- 
tervals. 

These are important patients, some being 
very poor surgical risks. At any rate, later in 
life they will probably have cause to thank 
their physicians if they have treated them as 
potential diabetics. Those belonging to this 
type usually have some outstanding focus or 
foci of infection and are regularly indiscreet in 
their taking of carbohydrate foods. Their high 
blood sugar is not persistent with proper diet 
but they should return constantly, at increasing 
intervals, for further blood sugar examinations. 

It is well to remember the large amounts of 
experimental data obtained by workers in car- 
bohydrate metabolism. There is probably some 
regulatory effect of the adrenal secretion of 
the body on the blood sugar. Cases of Addi- 
son’s disease have been observed in which the 
blood sugar was abnormally low. In a normal 
subject injections of epinephrin cause immedi- 
ate increases in blood sugar with or without 
glycosuria. This is due to the rapid conver- . 
sion of the glycogen of the body into blood 
sugar. Puncture of the fourth ventricle of the 
brain will bring on the same occurrence. In 
the case of epinephrin, the glycogen is taken 
from the muscles and liver, whereas, in punc- 
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ture of the ventricle, the liver glycogen is all 
that is transformed into blood. 

There are also various drugs and agints 
which act as either liver or kidney poisons. or 
asphyxial agents, and cause hyperglycemia, 
A main factor in these is the lowering of he 
renal threshold, causing glycosuria either ¢ n- 
stant or inconstant in all of these cases. ‘lhe 
hyperglycemia is apparently due to the cis- 
charge of sugar into the blood from the stored 
glycogen of the body. 

In contradistinction to the insufficient  ve- 
moval of glucose from the blood stream, we 
have the clinical entity, lately brought out, 
known as hyperinsulinism. There is evidence 
that certain people are prone to attacks simu- 
lating an overdose of insulin, which are re- 
lieved by the ingestion of carbohydrates. The 
attacks occur before meal time and consist of 
marked nervousness and weakness and at times 
tremors simulating convulsions. The patients 
are poorly nourished, have a low blood pres- 
sure, and often have acute heart attacks with 
beginning pulmonary congestion, tachycardia, 
and prostration. It is quite possible that the 
over-utilization of glucose of the blood may 
have depleted the heart muscle reserve of gly- 
cogen, then myocardial weakening follows as 
a result of under nutrition of the heart muscle, 
and the circulation is more or less permanently 
affected. As mentioned before, a lowered blood 
sugar is also caused by adrenal insufficiency 
(Addison’s disease). 

From the above, I believe we will feel justi- 
fied in having blood sugar examinations done 
as a routine matter in more cases than in the 
past. There are many cases which are impos- 
sible to diagnose or treat without so doing, an: 
others that we can help in a more permanent 
and satisfactory way if we have this knowl- 
edge concerning their carbohydrate meta- 
bolism. 


REFERENCES 
Hewlett, A. W.: Path. Physiol. of Int. Disease, 1917. 


Harris, S.: Journal A. M. A., 1924, 83, 729. 
Seelig, M. G.: American Journal Med. Science, 1924, 
168, 495. 


109 College Place. 


UNREASONABLE 

A noted financier was taken seriously ill at ninety 
years old and felt that his end was near. 

“Nonsense,” said the doctor, “the Lord isn’t going 
to take you until you’ve passed the one hundred 
mark.” 

“No, my friend,” said the aged banker, “that 
wouldn’t be good finance. Why should the Lord wait 
until I reach par when He can pick me up at ninety?” 
—Business Magazine. 
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=NTEROSTOMY, A LIFE SAVER.* 


By SAMUEL ORR BLACK, M. D., F. A. C. S., 
Spartanburg, S. C. 


| nterostomy is a veritable life saver in many 
eases of intestinal obstruction, post-operative 
an | otherwise. 

\bdominal surgeons agree that whenever 
po-sible the offending obstruction should be 
released and removed, yet there are many in- 
stunces in which the patient’s condition pro- 
hibits such a formidable undertaking. 

Herein lies a fertile field for enterostomy, 
for, by it, intestinal drainage can be estab- 
lished. As this drainage takes place the tension 
and toxemia lessen, the general condition im- 
proves, and as strength and vigor return, the 
patient has within a short time been trans- 
ferred from an inoperable and almost hopeless 
state to an operable and hopeful one. 

<nterostomy is a simple procedure, easily 
and quickly performed, under local anaesthesia, 
in the patient’s room. 

There are several different techniques or 
types of operation. These are of minor con- 
sideration. The chief aim in its use for the 
relief of obstruction is to get an opening into 
the lumen of the bowel through which the in- 
testinal contents might escape. This was done 
in the early days by means of a trocar plunged 
through the abdominal wall into the intestine. 
Later on, as asepsis came into use, surgeons at 
different times have devised different methods 
of inserting a tube through the abdominal wall 
into the bowel. 

Even vet, however, as Long states, but com- 
paratively few appreciate the tremendous pos- 
sibilities of this truly remarkable life-saving 
procedure. 

In addition to its use for the relief of ob- 
struction, it is of value as an avenue into the 
stomach (gastrostomy) when the esophagus is 
closed by stenosis or stricture, or as an entrance 
into the jejunum (jejunostomy) for the trans- 
ference of nutrition should the pylorus be oc- 
cluded. 

The purpose of this paper, however, has to 
do more with enterostomy as an obstruction 
reliever than with it as a food chute to starv- 
ing patients. 

Intestinal obstruction is always a serious 
condition. It may be complete or incomplete. 
It has been defined as an obstruction to the 


*Read at the North and South Carolina Sectional Meeting of 
the American College of Surgeons, Winston-Salem, N. C., 
April 4-5, 1924. 
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onward movement of the bowel contents due to 
a mechanical block. 

Strangulation obstruction is the most serious 
and rapidly fatal form. Obturation obstruc- 
tion is less serious and less rapidly fatal. In 
this form of obstruction liquids and gases in 
varying quantities pass the obstructing point. 

A patient with obturation obstruction may 
live for five, ten, or more days. Recently, we 
had one referred to us whose bowels had not 
moved for thirteen consecutive days, though he 
had passed small quantities of gas daily. He 
had an annular carcinoma of the lower sig- 
moid. Enterostomy afforded him prompt tem- 
porary relief. 

Not infrequently foreign bodies cause ob- 
struction. Of these, gall-stones are the most 
common. They lodge in the middle and lower 
ileum four times more frequently than they do 
in the duodenum and jejunum combined, or at 
the ileocecal valve. 

Murphy states that foreign body ulceration 
tends to occur below the ileocecal valve rather 
than above it. He described a case of obstruc- 
tion due to plum pudding which the patient had 
eaten many years previously. The pudding 
formed the nucleus of a large balllike mass, 
which had slowly increased in size by fecal de- 
posit from time to time to the outer surface. 

Early operation for mechanical obstruction 
is practically always successful. Delayed 
operation is practically always useless. It is 
more fatal than delay in any other abdominal 
condition except acute gastro-intestinal per- 
foration into the free peritoneal cavity 

(Murphy). 

For suspected obstruction in recently oper- 
ated cases, it is our experience that, inasmuch 
as prompt recognition of this dreadful condi- 
tion is extremely difficult and at times almost 
impossible, it is better to re-open and find no 
obstruction than to open too late and find com- 
plete obstruction with generalized peritonitis. 

It is in this type of obstruction where the 
patient’s general condition is already poor from 

recent laparotomy, that enterostomy is of es- 
pecial practical and life-saving value. 

Obviously, formidable laparotomy is again 
entirely out of the question. However, en- 
terostomy under local anaesthesia performed 
in the patient’s bed by opening the abdomen 
and pulling up into the wound the first loop 
of distended gut, putting a catheter into it, for 
the purpose of drainage, dropping the bowel 
back into the abdomen, and closing the ab- 
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dominal wall up to and around the tube, will 
cause practically no additional shock. It is 
well to stitch the omentum to the bowel around 
point where catheter enters. 

Within a few hours the patient’s pinched 
facial expression will lessen, the pulse will 
slow, the pain will cease, the distention will 
disappear, and fhe picture will. change from 
one of extreme anguish to one of placid com- 
fort. 

Thus, the crisis will have'been passed and 
ere long the patient’s condition will permit a 
second laparotomy, if such be necessary, to re- 
lease the obstructing point. 

Truly, this is a life-saving procedure. Its 
results frequently are brilliant and so gratify- 
ing as to be favorably compared with the quick 
relief afforded by intubation operation for 
laryngeal diphtheria. 

Recorded below are a few cases in brief: 

Case No, A-582.—Female, aged forty. Sub- 
total abdominal hysterectomy, right salpingo- 
oophorectomy and appendectomy, for multiple 
uterine fibroids, right-sided suppurative tubo- 
ovarian disease with mass formation in right 
lower pelvis in which appendix was enmeshed. 
Right pelvis drained. Uninterrupted con- 
valescence, discharged from hospital on six- 
teenth day. 

Two months later she was seized with sud- 
den severe abdominal cramps, followed shortly 
by vomiting. Was seen the following day by 
a physician. She refused operation until the 
fifth day, at which time enterostomy was per- 
formed. She died two days later. Autopsy 
revealed intestinal perforation at site of ob- 
struction and generalized peritonitis. This was 
a case of delayed obstruction coming to opera- 
tion. She procrastinated too long. . 

Case No. A-710.—Female, aged forty. Bi- 
lateral salpingectomy and appendectomy for 
bilateral hydrosalpinx and fibrous appendix. 
Smooth convalescence until the afternoon of 
the seventh day, when she developed sudden 
severe epigastric pain, followed in forty 
minutes by complete collapse. 

She reacted to stimulation within two hours. 
During the night and early forenoon of follow- 
ing day mild paroxysms of pain recurred. 
That afternoon severe pains again set in. The 
old scar was re-opened, and a complete ob- 
struction with much bloody fluid was present 
in the abdomen. The obstruction was released 
and where it had been attached to the under 
surface of right broad ligament the wall of 


[April 


bowel was almost necrotic. Enterostomy ‘as 
performed at this weakened spot. She mad» a 
prompt and uninterrupted convalescence. 

No, A-1954.—lemal, aged fifty. 
abdominal hysterectomy, October 10, 122, 
Uninterrupted convalescence. Eight days af er 
leaving the hospital she developed cramping 
epigastric pains, followed by nausea and vomit- 
ing. This continued off and on with varying 
degree of severity for three days when she was 
re-admitted to the hospital, her condition being 
grave. Enterostomy was performed. She 
rapidly improved and later laparotomy was 
done in order to release the obstruction. She 
stood the operation well and recovered. En- 
terostomy turned an inoperable into an oper- 
able state. 

Cast No, A-2448.—Child, age, nine years. 
Acute gangrenous appendix. Three days af- 
ter operation child was not doing well. He was 
distended and hiccoughing. His pulse was 
quickening, and he was complaining at inter- 
vals of sharp pains. Obstruction was sus- 
pected. Following day his condition remained 
unimproved. Under novocaine anaesthesia, 
right inguinal enterostomy was performed. 
The ileum was found to be greatly distended 
and purplish in color. Intestinal drainage 
promptly set in and from then on recovery was 
without incident. 

Case No. A-2633.—Female, aged twenty- 
three. Operated on July 20, 1923, for right- 
sided ectopic pregnancy. A mass the size of 
a grape fruit was found, consisting of a tubal 
pregnancy, the ovary and the appendix. The 
patient was drained as there was some muco- 
purulent material in the necrotic ovary and its 
mass. Qperator’s note: convalescence to be 
stormy, patient quite sick. 

On the following day she was greatly dis- 
tended in the forenoon with intermittent hic- 
cough. That afternoon she developed intes- 
tinal cramps, and began to vomit. Her pulse 
was accelerated, and capillary cyanosis was <le- 
tected. The following morning she was having 
rather severe pains for which morphia was re- 
quired. She was truly a sick woman. 

Enterostomy was resorted to as a last and 
desperate effort. Drainage began almost at 
once. The tube came out on the fourth day, 
the intestinal drainage ceased three days later, 
and the patient recovered. 

Case No. A-3078.—Female, aged twenty-two, 


~Appendectomy performed elsewhere in Janu- 


ary, 1923. In March, 1923, was in bed two 
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day with severe upper abdominal cramps and 
yor iting. Treated for gall-stone colic. In 
Se) ember, 1923, same thing recurred. On the 
aft-rnoon of November 10, 1923, when about 
se\on and one-half months pregnant, she was 
sei-ed with generalized and agonizing cramp- 
li pains throughout abdomen. Soon there- 
after, vomiting began. Bowels moved twice 
within two hours; afterwards nothing came 
through. Enemas gave no relief. The uterus 
was not contracting, the cervix not dilating, the 
white blood count was 12,200, polys eight-six 
per cent. Four hours later she was still suffer- 
ing great pain, notwithstanding two injections 
of morphia, one-quarter grain each, at short in- 
tervals. 

The following morning she was transferred 
to the hospital where laparotomy revealed a 
seven and one-half months pregnant uterus and . 
a markedly distended and discolored ileum. 
There were multiple points of obstruction, 
some caused by a definite rope-like band cross- 
ing the bowel, some by lateral intestinal ad- 
hesions, some by attachment of one or more 
loops of ileum to the under surface of the ab- 
dominal wall scar, and some by intestinal ad- 
hesion to the under surface of the uterus itself. 

The operation was both long and difficult. 
At the beginning of the operation her condi- 
tion was good; at the close of the operation 
there were many points of raw surface on the 
intestine, and the patient’s general condition 
was poor. Enterostomy was performed high 
up in the ileum. 

On the fourth day the patient aborted. and 
on the sixth day the tube was removed. On the 
eleventh day intestinal drainage ceased and the 
patient made an otherwise uneventful recovery. 

In conclusion, please note that we have but 
referred in the briefest terms to the use of en- 
terostomy as a means through which food can 
be put into the alimentary canal, and, also, 
that as regards its use in intestinal resection, 
we have made no mention whatsoever. 
it is also of inestimable value, at times, when 
used just proximal to the suture line to lessen 
distention and suture tension by carrying away 
the gases, thus minimizing the danger of leak- 
age along the suture line. 

We cannot refrain from repeating that, when 
and wherever used for the relief of intestinal 
obstruction, it should be used early after the 
symptoms first announce the obstruction in 
order to get the maximum benefit. 

When we learn to early diagnosticate post- 
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operative obstruction, then the mortality of 

abdominal surgery will be lessened. There is 

hardly an excuse for a post-operative obstruc- 

tive death, as it can usually be relieved by 

prompt recognition and early recourse on the 

part of the surgeon to enterostomy operation. 
Mary Black Clinie. 


SOME ACQUIRED CHARACTERS. 
By CASPER L. REDFIELD, Chicago, Il. 


A character is primarily a sign or mark. 
A letter of the alphabet is a character, and an 
inscription consists of a series of characters. 

To acquire means to obtain by effort or by 
purchase and to inherit means to receive from 
an ancestor or predecessor. If you dig up or 
buy a tablet containing some ancient inscrip- 
tion, you will acquire some characters. When 
you die, your heir will inherit that tablet, and 
there will be an indisputable case of the in- 
heritance of acquired characters. 

The word “biology” comes from a Greek 
word meaning life. A biological character 
means some characteristic peculiar to life as 
such, and not some characteristic of a physical 
body. A biological acquirement is some addi- 
tion, modification or qualification of the thing 
we know as life, and not some change in some 
physical body. And _ biological inheritance 
means an inheritance of life qualities and not 
a legal inheritance. 

A child gets the measles. In due time he re- 
covers, and is thereafter immune to further at- 
tack of the measles. The fact that he got the 
measles in the first instance is evidence that. 
at that time, he did not have the power neces- 
sary to resist the attack. The fact that he is 

immune after recovery shows he now has a 
power of resistance which he did not have be- 
fore. That new power is an acquired char- 
acter. 

Measles is presumed to be caused by some 
parasite which we may assume to be some bac- 
terium. The course of the measles is such that 
it can be shown that the disease cannot be pro- 
duced by any thing other than some living 
organism which multiplies by reproduction. 
As a dead body is quickly destroyed by bac- 
teria which do not harm it when alive, it will 
be evident that this new resistance to measles 
is a characteristic of life and not a characteris- 
tic of any bodily structure. It is, therefore, 
a biological character biologically acquired. 

Referring back to our first example, the 
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characters on the tablet are not characteris- 
tics of life as such. They are non-biological 
things. As they can be obtained by the legal 
process of purchase, they can be obtained in 
a non-biological way. As they are conveyed 
from one person to another in a legal way, 
that way is also non-biological. In other 
words, we may have inheritance of acquired 
characters in which every element of the com- 
bination is non-biological. 

Referring now to the acquired resistance to 
measles, we have a biological character biologi- 
cally acquired. If this resistance is trans- 
mitted to offspring, then we have the inheri- 
tance of acquired characters, every element of 
which will be biological. That such acquired 
resistance is, in fact, inherited by offspring 
may be seen by reference to the history of 
measles. The white child, whose parents and 
earlier ancestors acquired resistance to measles 
by having that disease, does not have enough 
resistance to be wholly immune, but he does 
have enough so that the disease is not serious 
to him. But when measles is carried to people 
whose parents did not have it, then the disease 
is very deadly. The physician who has a case 
of measles on his hands should inquire if the 
parents had had that disease. 

There are two kinds of characters, one 
kind is biological and the other is non-biologi- 
cal. There are two ways in which things are 
acquired, one way is biological and the other 
is non-biological. And there are two kinds of 
inheritance, biological and non-biological. 

The inheritance of acquired characters is a 
composite made up of three factors. If all 
three of the factors are biological, it works, as 
in the inheritance of acquired resistance to 
disease. Also, it works if all three of the fac- 
tors are non-biological, as in the legal inheri- 
tance of characters inscribed on a tablet. But 
an incongruous composite of the biological and 
the non-biological will not work. Thus, the 
characters inscribed on a tablet cannot be 
transmitted through the germ from father to 
son, and a person cannot inherit resistance to 
disease by a legal process. 

For many years we have been told that 
acquired characters are not inherited, but when 
we examine the cases cited to prove that point, 
we find that they all consist of mixtures of the 
biological with the non-biological. For ex- 
ample, Weismann cut off the tails of mice and 
then bred those mice. He then cut the tails 
from the progeny and bred them to get a third 
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generation, and so on for many generaticns, 
The last generation had tails just as long as 
those on the first one. As this is cited, even up 
to the present day, as evidence that acquired 
characters are not inherited, we will give a 
little time to considering it. 


When the tail is removed from a mouse, tl at 
mouse is in a tailless condition. But as tail- 
lessness is just as observable in a dead mouse 
as in a live one, it is evident that taillessncss 
is not a characteristic of life as such, and con- 
sequently it is not a biological character. The 
inheritance under consideration is biological 
inheritance. Weismann’s experiment showed 
no more than that some non-biological thing 
is not biologically inherited. 


When Weismann cut off the tail of a mouse 
there was produced a wound which later healed. 
The removal of the tail was a non-biological 
operation of the environment, as is evident 
from the fact that it might be by any mechani- 
cal means. But the wound was not healed by 
the environment, and will not be healed in any 
mouse which is dead at the time the tail is re- 
moved, The wound healing was an operation 
carried out by the life in the mouse, and con- 
sequently was strictly biological. 

When Weismann cut off the tails of the first 
generation of mice, the wounds healed and he 
bred those mice to get a second generation. 
Again he removed the tails, and after the 
wounds healed he bred the second generation 
to get a third generation, and so on for many 
generations. Now it happens that the wound 
healing was the only biological thing having 
anything to do with Weismann’s tail-cutting 
experiments, and he did not tell us about the 
biological problem in front of him. Neither 
have any of Weismann’s followers investigated 
the biological problem involved. We have not 
yet been told whether the wounds healed more 
readily in the later generations than in the 
earlier ones. 

Right here I want to draw a distinction be- 
tween a biological character and a biological 
product. <A biological character is a char- 
acteristic of life itself. A biological product 
is something produced by the operations of 
life. A cow can produce milk. That is, she 
can produce milk if she is alive, but not if she 
is dead. As a consequence, the power of pro- 
ducing milk is a biological character, but the 
milk itself is a biological product. There is 
a clear distinction between milk and the power 
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of ;roducing milk. They are not in the same 
class of things. 

‘The tail of a mouse is a biological product 
and not a biological character. And _ the 
character of a tail is a character of a product 
an’ not a biological character. The thing 
which passes by heredity through the germ 
of » mouse is the power of producing a tail. 
an, not the tail itself or any character of the 
tail. Taking away the tail of a mouse after it 
has been produced is not taking away the power 
of producing a tail, any more than taking milk 
from a cow is taking away the power of pro- 
ducing milk, 

Droadening the statement just made, we may 
say that no action of the environment on a 
living body will, of itself, produce the slightest 
effect on the inheritable power of growth 
which originally ‘produced the body. The 
utmost that any action of the environment can 
lo is to induce a biological activity which in 
turn may modify a biological character, but it 
will be the activity and not the environment 
which will produce the result. Thus, if we 
amputate an organ which will regenerate, and 
keep repeating the operation after each regen- 
eration, the animal’s powers of regeneration 
will be increased by exercising them, and that 
increased power of regeneration will be trans- 
mitted to offspring. Kammerer demonstrated 
this by cutting off the siphons of sea squirts. 
In regenerating, those siphons grew to be a 
little longer than before, and by repeated re- 
generations they became of great length. When 
those animals were bred, the offspring had long 
siphons like their parents. What those off- 
spring inherited was increased power of siphon 
growing. 

One of the things advanced to show that ac- 
quired characters are not inherited is the fact 
that children talk the language of those with 
whom they are brought up, and not the lan- 
guage of their ancestors, when the two lan- 
guages are not the same. But this is another ex- 
ample of confusing the biological with the non- 
biological. There is a fundamental difference 
hetween the power of learning and the thing 
learned. The power of learning is character- 
istic only of living things, and consequently is 
strictly biological. A dead man cannot learn 
anything in spite of the fact that his body is a 
biological product. The thing learned is not 
a characteristic of life, and consequently it is 
non-biological. 

Mr. Reich, of Bremen, Germany, a bird 
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breeder, keeps a great variety of cage birds, 
among which are canaries and nightingales. 
He wanted to get canaries which would sing 
the nightingale song, so he put successive gen- 
erations of canaries under nightingale tutors. 
In about five years he had canaries which 
would sing the full nightingale song, and in 
about five years more he got canaries which 
sang the nightingale song without instruction. 

This looks like a case of the inheritance of 
something learned and remembered, but that 

is not what really happened. <A bird’s sone 
consists of a few notes repeated over and over 
many times a day for years together. Such 
continued repetition of the same thing develops 
the power of doing that particular thing at 
the expense of other powers. Powers are char- 
acteristic of life, and consequently are biologi- 
cal and can be biologically inherited. After 
Reich's canaries had practiced for ten years on 
one song, when his young birds opened their 
mouths to sing, they sang the song for which 
they had developed their powers. 

Smallpox is one of those diseases for which 
a person acquires immunity by having it. the 
same as he acquires immunity against measles 
by having it. Cowpox is known to be a weak 
form of smallpox. Vaccination is based on the 
principle that if a person exercises in a par- 
ticular way he develops powers in that way. 
When a person is vaccinated he is given a very 
mild case of smallpox, and in fighting this mild 
case he develops powers of resisting small at- 
tacks of ‘fully virulent smallpox. 

But powers which are not exercised gradu- 
ally decline. If an attempt be made to vacci- 
nate a person soon after he has been vaccinated 
successfully, it will be found that the second 
vaccination will not take. But let ten or more 
vears go by, and he can be vaccinated again. 
The immunity which he had acquired declined 
very much in the years during which he was 
not acting to resist vaccine virus. 

About one hundred years ago vaccination be- 
came general in Europe and America, and the 
majority of us are descended from two or three 
generations of vaccinated ancestors. At the 
present time, smallpox is not nearly the serious 
disease it was a hundred years ago. Somehow, 
there has got into the white race a degree of 
resistance to smallpox which did not exist be- 
fore, and the only way resistance can be ob- 
tained is by fighting the virus itself. We have 
it by reason of the fact that our ancestors were 
vaccinated. 
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A person who lives where other people live 
is being continually “vaccinated” against 
various diseases by coming into contact with 
small numbers of pathogenic germs. Usually 
he does not know of the contact, because his 
powers of resistance are fully able to take care 
of the case without giving a distress signal. 
Occasionally, the attack is heavy enough to 
make him feel indisposed for a few days, and 
more rarely he calls on a physician for help. 

Tuberculosis is one of those diseases which 
a person is certain to meet if he spends any 
time in a modern city. Autopsies disclose the 
fact that about ninety per cent of those adults 
who die from other causes, have, at one time or 
another. been attacked by tuberculosis and have 
recovered’ without being aware of such attack. 
Under such conditions, it is obvious that the 
older a person is, the greater is the probability 
that he has been attacked by tuberculosis and 
recovered, and in recovery has developed re- 
sistance to that disease. 

At Frodsham, England, there is a sanitarium 
at which investigation was made into the 
family relationship of 381 tuberculous patients. 
It was learned whether each patient was a first, 
second or later child, and it was also learned 
how many other children there were in the 
families from which these tuberculous patients 
came. Thus there was laid a foundation for 
determining which children of the family are 
least resistant and which are most resistant to 
tuberculosis. The results show that the older 
the parents are when their children are born. 
the greater is the resistance of those children 
to tuberculosis. The first child is more than 
twice as liable as the third and fourth children, 
and more than three times as liable as the 
eighth and later children of the same parents. 
Clearly, if the parents get tuberculosis and re- 
cover, the offspring inherit the resistance the 
parents acquired. 

When a physician has a tuberculous patient 
he should inquire not only in regard to the his- 
tory of the parents of the patient, but also as 
to the age of the parents when the child was 
conceived. Because persons get tuberculosis 
and recover without being aware of the attack, 
information as to the age of the parents is not 
conclusive of anything, but it helps in deter- 
mining probabilities. 

The physician need not stop at tuberculosis, 
measles and vaccination. Acquiring resistance 
to disease by fighting it is very common, and 
resistance acquired in this way is inherited by 
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offspring. The extent to which acquired resis. 
tance is inherited is determined by the mavni- 
tude of the acquirement and the length of time 
which has elapsed since the acquirement termi- 
nated. By having smallpox a person acquires 
an immunity great enough to last a life time. 
By vaccination he acquires an immunity which 
lasts for a few years only. In the case of a 
child with the measles, the questions are: Di 
the parents have measles? How long ago was 
it? How severe were the attacks? Putting 
the answers to these questions with other in. 
formation will help in prognosis. 
1542 Monadnock Block. 


The Truth About Medicine 


In addition to the articles enumerated in our 
letter of January 31, 1925, the following have heen 
accepted: : 

H. K. Mulford, 

Tuberculin Intracutaneous (Human Type)—Mul- 
ford. 

Parke, Davis & Co. 

Mercurosal Ampoules. 
E. R. Squibb & Sons 
Squibb’s Liquid Petrolatum with Agar. 


NEW AND NON-OFFICIAL REMEDIES 

Antimony Thioglycollamide.—The triamide of anti. 
mony thioglycollic acid. It contains not less than 
30 per cent of antimony. Antimony thioglycollam ‘de 
and antimony sodium thioglycollate have been tested 
on rats, rabbits and dogs inoculated with trypanoso- 
miasis by Rowntree and Abel. These workers sus: 
gested the employment of these antimony compounds 
in the treatment of human trypanosomiasis and the 
larger animals. Randall has used both of these 
antimony compounds intravenously and intramuscu 
larly in granuloma inguinale with marked success. 
In the doses employed they were less toxic than 
tartar emetic and the results were more favorable 
From the available evidence the experimental use 
ot these compounds in kala azar would seem to be 
justifiable. Hynson, Westcott & Dunning, Balti- 
more. (Jour. A. M. A., Feb. 7, 1925, p. 441.) 

Cinchophen—B. P. C.—A brand of cinchophen—N. 
N R. For a discussion of the actions, uses and 
dosage, see New and Non-official Remedies, 1924. p. 
93  Benzol Products Co., Newark, N. J. 

Hoyt’s Protein Cereal.—Hoyt’s special gluten flour 
(New and Non-official Remedies, 1924, np. 195) cooked 
and made into flakes. Pure Gluten Food Company, 
Brooklyn, N. Y. 

Mercurettes—P. D. and Co.—Briquettes each con 
taining finely divided metallic mereury 3.25 Gm. (5! 
grains) incorporated with theobroma (cacao butter! 
and perfumed. The actions and uses of mercurettes 
are the same as those of ointment of mercury U. S. P. 
It is claimed that in the treatment of synhilis 2 
certain forms of parasitic skin disease where oint- 
ment of mercury has been employed, the use of mer 
curettes permits a more accurate dosage and is more 
convenient and less disagreeable. Parke, Davis and 
Co., Detroit. 

Tablets Iodo-Casein with Chocolate.—Each tablet 
contains iodo-casein (New and Non-official Remedies. 
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1924. p. 156), equivalent to 0.01 Gm. iodin. H. K. 
Multord Co., Philadelphia. (Jour. A. M. A., Feb. 28, 
1925. p. 675). 


PROPAGANDA FOR REFORM. 

Barbital and Unessential Modifications.—The Brit- 
ish Medical Journal discusses the multiplicity of 
parbituric acid hypnotics which English physicians 
are iinportuned to prescribe. In America a similar 
condition exists. The numerous barbital derivatives 
and jnixtures of these with other drugs result from 
the fact that we have no satisfactory method of 
evaluating the hypnotics. Apparently the proprie- 
tary interests have taken advantage of this situa- 
tion, <o that the proponents of these barbital deriva- 
tives claim various specific advantages for them. 
British physicians complain of the many market 
names for substances which have practically the 
same action, yet with no indication of their deriva- 
tion trom the original and best known drug, barbi- 
tal. In this country, the Council on Pharmacy and 
Chemistry provides information concerning the com- 
position and actions of just such products. Until 
scientific investigators have devised a_ satisfactory 
evaluation of this class of hypnotics, it would be 
much more in keeping with scientific advancement 
were proprietary houses to refrain from putting out 
new derivatives, and physicians to limit their pre- 
scriptions to the two drugs, barbital and phenobar- 
bital—the only barbital preparations. which have 
been accepted for New and Non-official Remedies. 
The danger to the public of the use of barbital 
hypnotics is of growing concern. Barbital. itself. 
has been the cause of many accidental deaths, and 
its use is not free from addic‘ion. In England, 
barbital is included in the poison schedule and 
further restrictions of its sale is now being con- 
sidered there. (Jour. A. M. A.. Feb. 7. 1925, p. 445). 

Endocrinology and the Mammary Gland.—Adverse 
reports have recently been published in regard to 
the alleged functions of preparations of the mam- 
mary gland. A survey of the literature might lead 
one to believe that the activity of this structure is 
in some way related to the menstrval function and 
that the gland exerts an inhibitory effect on the 
ovary. Yet carefully controlled administration of 
mammary gland substance. by Charlton and Rickey. 
to women of reproductive ave has failed to furnish 
evidence of constant effects, if any, on ovarian activ- 
ity in persons with normal or abnormal menstrual 
histories. The possible influence of mammary sub- 
stance on the estrual cycle of animals has also been 
studied. The results were entirely negative. In no 
instance was any effect from feeding mammary gland 
apparent. The facts at hand fortify the position of 
the Council on Pharmacy and Chemistry to omit 
Mammary gland preparations from New and Non- 
official Remedies, because there is no clear-cut evi- 
dence to show that administration of available vro- 
ducts is of value. (Jour. A. M. A., Feb. 7, 1925. p. 
443). 

The Mollgaard Method in Tuberculosis--The re- 
cently published book by Mollgaard and his collaho- 
rators on the new gold treatment of tuberculosis, 
gives the properties of “Sanocrysin.” which is sodium 
aurothiosulphate, and the animal experiments which 
have been carried out. The serum from calves pre- 
viously injected with killed tubercle bacilli and 
tuberculin, which is used in connection with the 
gold salt, is regarded as an antitoxic serum that 
neutralizes toxins liberated in the tuberculous animal 
by the action of the drug. Tests are reported on 
the effects of ‘“Sanocrysin” and serum in calves in- 
jected intravenously with bovine tubercle bacilli 
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The results are said to be favorable, but the evidence 
is not convincing. The clinical reports in the book 
reveal that the treatment is of no value in miliary 
tuberculosis or in tuberculosis leptomeningitis and 
that in advanced and serious cases of pulmonary 
tuberculosis the treatment is perilous and offers 
“only a slight chance of recovery.’ It remains to 
be determined whether any better results can be 
obtained with the Sanocrysin-serum treatment than 
without it. There does not appear to be any reason 
for imagining that the particular gold salt used by 
Mollgaard can have any different effect than the 
other gold salts which have been investigated in 
the past and abandoned. At present there is no 
justification for rushing into the treatment of tuber- 
culosis with this drug. (Jour. A. M. A., Feb. 14, 
1925, p. 516). 

Yadil Blows Up.—yYadil was supposed to be an 
esoteric form of garlic. It was heavily advertised 
throughout the British Isles and to a small extent 
in the United States. Then came a bomb in the 
ferm of an exposure of Yadil, published in a Lon- 
don paper. It was a report of an analysis by an 
eminent chemist which declared Yadil to consist of 
1 part formaldehyde, 4 parts glycerin, 95 parts of 
water and a smell. A second report was from a 
well known pharmacologist. There were three re- 
sults from the explosion. The first and most im- 
portant was that the sale of Yadil almost ceased. 
The second was an action for libel by the Yadil 
concern against the newspaper and the scientists. 
The third was the application by the “patent medi- 
cine” concern to prohibit further publications. The 
injunction was refused. Now the Yadil concern is 
in bankruptcy and its action for libel has been dis- 
missed by the court. (Jour. A. M. A., Feb. 14, 1925, 
p. 520). 

Felsol.—In the advertising of the American Felsol 
Co., Felsol is claimed to have the following com- 
position: “Metozin 0.9 (containing Phenason 0.25, 
Anilipyrin 0.4, Jodopyrin 0.25), caffein 0.1, digitalis 
and strophanthus glycosides 0.0015 and the alkaloid 
of lobelia inflata 0.005.” Felsol is a typical illustra- 
tion of an irrational shotgun mixture. One of th> 
claimed ingredients, metozin, is stated to contain 
phenazon (antipyrin), anilipyrin (a mixture of an- 
tipyrin and acetanilid), and iodopyrin (a compound 
of antipyrin and iodin). In addition to these multi- 
ple antipyretic ingredients, the product is claimed 
to contain four other active drugs. According to 
the circular, Felsol “gives the busy physician a 
handy, convenient and harmless remedy which may 
be given for any kind of bronchial or cardiac asth- 
ma, without the necessity on the part of the phy- 
sician to embark on long theoretical considerations 
as to the underlying cause of the attack.” A _ pro- 
duct that contains preparations of digitalis, strophan- 
thus and lobelia is not a “harmless” remedy. The 
recommendation for the indiscriminate use of this 
product is to be strongly condemned. (Jour. A. M. 
A.. Feb. 14, 1925, p. 536). 

Viriligen, Glandular Comp. and Pineal Comp. Not 
Accepted for N. N. R.—Viriligen (G. W. Carnrick 
Co.), is marketed in tablets, capsules and ampules, 
each of which is stated to contain “desiccated ex- 
tracts of anterior pituitary, suprarenal cortex, lymph, 
brain and spinal cord substance, testis and 1/10 
gr. thyroid.” It is claimed that the preparation is 
“indicated in lowered virility and sexual neurasthe- 
nia of functional origin.”” There is no evidence that 
extracts of the anterior portion of the pituitary. 
suprarenal cortex, lymph, brain, spinal cord and 
testis have any therapeutic value in sexual neuras- 
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thenia or lowered virility (sexual capacity?). The 
Council on Pharmacy and Chemistry found Viriligen 
inadmissible to New and Nonofficial Remedies, be- 
cause (1) its composition is indefinite; (2) the thera- 
peutic claims are unwarranted, and (3) it is an 
unscientific mixture. 

Glandular Comp. (Male) Special Formula No. 1 
(G. W. Carnrick Co.), comes in tablets and capsules 
which are stated to contain “Thyroid” 1/10 gr., 
“Pituitary” 1/40 gr., “Suprarenal” 1/4 gr., “Orchic”’ 
1/4 gr., “Physiological Salts Comp.” 1/4 gr. 

Glandular Comp. (Female) Special Formula No. 2 
(G. W. Carnrick Co.), comes in tablets and cap- 
sules claimed to contain “Thyroid” 1/10 gr., ‘‘Pitui- 
tary,” 1/40 gr., “Suprarenal,” 1/4 gr., “Ovarian,” 
1/4 gr., “Physiological Salts Comp.” 1/4 gr. 

Pineal Comp (Male), Special Formula No. 3 (G. 
W. Carnrick Co.), comes in tablets and capsules said 
to contain “Anterior Pituitary” 1/5 gr., “Thyroid” 
1/8 gr., “Suprarenal” 1 gr., “Orchic 1-1/2 gr., “Pineal” 
1/30 gr., “Physiological Salts Comp,”, 1/4 gr. 

Pineal Comp. (Female). Special Formula No. 4. 
(G. W. Carnrick Co.), comes in tablets and cap- 
sules said to contain “Anterior Pituitary” 1/5 gr.. 


“Thyroid” 1/8 gr.. “Suprarenal” 1 gegr., “Ovarian” 
1-1/2 gr. “Pineal” 1/30 gr., “Physiological Salts 
Comp.” 1/4 gr. 


The Council on Pharmacy and Chemistry found 
these preparations inadmissible to New and Non- 
official Remedies because (1) they are unscientific 


mixtures, (2) their composition is indefinite. and 

(3) the therapeutic claims are unwarranted. (Jour. 

A. M. A., Feb. 28, 1925, p. 695). 
“Organ-O-Tones.’—From the advertising, it ap 


pears that the Cole Chemical Co. is engaged in the 
marketing of “shotgun” mixtures, largely of the 
“pluriglandular” type. For a year or more it has 
been “pushing” a mixture “for obesity,” designated 
“Organ-O-Tones No. 19.” The preparation is mar- 
keted in capsules which have been stated to contain: 
“Thyroid Substance,” 1/2 gr., “Pituitary (whole)” 
1/4 gr., “Phytolaccin” 1/2 gr., “Apocynum (P. E.)” 
1/4 egr.,” “Organ-O-Tones No. 12” (composed of so 
dium bicarbonate, potassium bicarbonate, calcium 
glycero-phosphate, calcium phosphate (dibasic) and 
Magnesium Phosphate), 3-1/2 grs. It is evident that 
Organ-O-Tones No. 19, for Obesity, is an irrational 
mixture which depends for its action as an “obesitv” 
remedy on the thyroid which it contains. The firm’s 
advertising does not stress the formula and hence 
it is probable that those who use this preparation 
do so without full appreciation that they are ad- 
ministering thyroid. More than sixteen years ago. 
Reid Hunt and Atherton Seidell called attention to 
the misuse of thyroid as an ingredient of “antifat” 
nostrums. Since then the ill effects of thyroid as 
an antifat have become well established. Recently 
H. S. Plummer and Wm. Boothby warned against 
the uncontrolled use of thyroid in obesity. (Jour. 
A. M. A., Feb. 28, 1925, p. 698). 7 

Eucain.—Originally, two kinds of “eucain” were 
on the market, namely, “alpha eucain” and “beta 
eucain.” The use of the first product has been gen- 
erally abandoned. The second product is official in 
the U. S. Pharmacopoeia in the form of hydrochlorid 
(betaeucain hydrochlorid). Betaeucain hydrochlorid 
is a local anesthetic like cocain, but weaker and de- 
void of the stimulating properties of the latter. It 
does not dilate the pupil, nor does it contract the 
blood vessels as does cocain. (Jour. A. M. A., Feb. 
28, 1925, p. 698). 

Butyn and Epinephrin.—As a result of animal ex- 
periments recently reported by Hirschfelder, Backer 
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and Jennison, “the addition of epinephrin to soly. 
tions of cocain and saligenin increases their tenj. 
ency to cause local edema. This is not the 
with procain and butyn.” According to New 
Non-official Remedies, 1924, the use of buty: 
injection: anesthesia or for special anesthesia 
not appear promising, since its toxicity is materi 
greater than that of cocain. Butyn is a subsii 
for cocain in surface anesthesia, as for the eye. 
and throat; it acts through intact mucosa aimost 
as effectively as cocain; solutions of butyn are non. 
irritant. (Jour. A. M. A., Feb. 28, 1925, p. 699). 

The Dick Test—The U. S. Treasury Department 
has not authorized the interstate sale of any Dick 
scarlet fever preparation. The Council on Pliarm. 
acy and Chemistry does not accept biologic products 
until they are licensed by the Treasury Depart inent, 
and therefore has not considered the Dick scarlet 
fever preparation. (Jour. A. M. A., Feb. 28, 1925, 
p. 699). 


Book Announcements 


Operative Surgery. By J. SHELTON HORSLEY 
M. D., F. A. C. S., Attending Surgeon, St. Eliza. 
beth’s Hospital. Illustrated by MISS HELEN 
LORRAINE. Second Edition. St. Louis. The ¢ 
V. Mosby Company. 1924. 8vo. 784 pages with 
666 original illustrations. Cloth. Price, $12.50. 


The reception accorded the first edition of 
Horsley’s Operative Surgery was so gratifying 
that the author felt the necessity of publishing 
a second edition to include the latest and mos 
up-to-date methods employed in operative surg. 
ery. Surgery is keeping apace with the times 
in making changes and improvements, ani 
Dr. Horsley describes a number of new opera- 
tions in the present volume. The technic em- 
ployed in many eases is so excellently portrayed 
by original drawings, that one may almost 
imagine he is seeing the operations in the 
clinie. 

To one acquainted with Dr. Horsley’s ability 
as a surgeon and author, it is only necessary 
for us to announce the publication of this see- 
ond and enlarged edition. 


Annual Reprint of the Reports of the Council on 
Pharmacy and Chemistry of the American Medical 
Association for 1924. Cloth. Price, postpaid, $1.00. 
P. 82. Chicago: American Medical Association. 
1925. 


This volume contains the reports of the 
Council on Pharmacy and Chemistry that 
have been adopted and authorized for publi- 
cation during 1924. Some of these reports 
have appeared in The Journal of the Ameri- 
can Medical Association. Others are now 
published for the first time. 

The annual volumes of the “Council Re- 
ports” may be looked on as the companion 
volumes to New and Nonofficial Remedies 
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Wh © the latter contains the medicinal 
pre; rations that are found acceptable, the 
rep ts contain the reasons why certain prod- 
ucts were not accepted. 

Tie volume also contains reports on prod- 
ucts which were included in former editions 
of “ew and Nonofficial Remedies but whieh 
wil! not appear in the 1925 edition because 
they were found ineligible for further recog- 
nition. 

The volume contains a number of reports 
of » general nature: for instance, a report on 
the therapeutic value of benzyl benzoate; a 
report on anaphylaxis produced by thrombo- 
plastic substances and a report on the thera- 
peutic use of digitalis. 

Physicians who keep fully informed in re- 
gard to the value of proprietary remedies 
will wish to own this book. 


An African Holiday. By RICHARD L. SUTTON, 
M. D., LL.D., Fellow of the Royal Geographical 
Society of Great Britain. St. Louis. The C. V. 
Mosby Company. 1924. 8vo. 180 pages with 102 
original illustrations. Cloth. Price, $2.25. 

Infection, Immunity and Inflammation. A Study of 
the Phenomena of Hypersensitiveness and Toler- 
ance, and Their Relationship to the Clinical Study, 
Prophylaxis, and Treatment of Disease. By 
BB. GURD, Cc. M. F. A. Cc. 
Montreal. Lecturer in Applied Immunology and in 
Surgery, McGill University; Associate Surgeon, 
Montreal General Hospital, etc. St. Louis. The 
C. V. Mosby Company. 1924. 8vo. 329 pages. 
Cloth. Price, $5.00. 

Surgical Pathology. By WILLIAM BOYD, M. D., 
M. R. C. P. Ed., F. R. S. C., Professor of Pathology, 
University of Manitoba: Pathologist to the Winni- 
peg General Hospital, Winnipeg, Canada. 8vo. of 
837 pages with 349 illustrations and 13 colored 
plates. Philadelphia and London. W. B. Saunders 
Company. 1925. Cloth, $10.00 net. 

The Crippled Hand and Arm. A Monograph on the 
Various Types of Deformities of the Hand and 
Arm as a Result from Abnormal Development, In- 
juries and Disease, for the Use of the Practitioner 
and Surgeon. By CARL BECK, M. D.  Phila- 
delphia and London. J. B. Lippincott Company. 
1925. 8vo. 243 pages with 302 illustrations. Cloth. 
Price, $7.00. 

The Diagnosis of Children’s Diseases. With Special 
Attention to the Diseases of Infancy. By PRO- 
FESSOR DR. E. FEER, Director of the University 
Children’s Clinic, Zurich, Switzerland. Translated 
by CARL AHRENDT SCHERER, M. D., F. A. C. P. 
Philadelphia, London, Montreal. J. B. Lippincott 
Company. 1925. S8vo. 551 pages, profusely illus- 
trated. Cloth. Price, $7.00. 

Fractures and Dislocations. Immediate Management, 
After-Cure, and Convalescent Treatment with Spe- 
cial Reference to the Conservation and Restoration 
of Function. By PHILIP D. WILSON, M. D., F. A. 
C. §., Instructor in Orthopedic Surgeory, Harvard 
Medical School, and WILLIAM A. COCHRANE, 
M. B., Ch. B, F. R. C. S., Edin, University Tutor 
in Clinical Surgery, University of Edinburgh. 
Philadelphia and London. J. B. Lippincott Com- 
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pany. 1925. 8vo. 789 pages with 978 illustrations. 
Cloth. Price, $10.00. 


A Text-Book of Physiology for Medical Students 


and Physicians. By WILLIAM H. HOWELL, Ph. 
D., M. D., Professor of Physiology in the School of 
Hygiene and Public Health, Johns Hopkins Uni- 
versity, Baltimore. Ninth Edition, thoroughly re- 
vised. Philadelphia and London. W. B. Saunders 
Company. 1924. Octavo of 1069 pages, 308 illus- 
trations. Cloth. Price, $6.50 net. 


A Compend of Genito-Urinary Diseases and Syphilis, 


including their Surgery and Treatment. By 
CHARLES S. HIRSCH, M. D., Urologist to the 
Jewish Hospital, Mt. Sinai Hospital, etc., Phila- 
delphia. Fourth Edition, revised. Philadelphia. 
P. Blakiston’s Son and Company. 1012 Walnut 
Street. 1925. 12mo. XVI—337 pages, with 44 
illustrations. Cloth. Price, $2.00. 


Proceedings of the International Conference on 


Health Problems in Tropical America. Held at 
Kingston, Jamaica, B. W. I. July 22 to August 1, 
1924, by invitation of the Medical Department of 
the United Fruit Company. Published by United 
Fruit Company, Boston, Massachusetts. 1924. 
Cloth. 8vo. XXI—1010 pages. 


The Technic of Local Anesthesia. By ARTHUR E. 


HERTZLER, M. D., F. A. C. S., Professor of 
Surgery in the University of Kansas; Surgeon to 
St. Luke’s Hospital and St. Mary’s Hospital, Kan- 
sas City, Mo., etc. Third Edition. St. Louis. The 
Cc. V. Mosby Company. 1925. 8vo. 272 pages with 
140 illustrations. Cloth. Price, $5.50. 


The Physiology of Mind. An Interpretation Based 


on Biological, Morphological, Physical and Chemi- 
cal Considerations. By FRANCIS X. DERCUM, 
M. D., Ph.D., Professor of Nervous and Mental 
Diseases in Jefferson Medical College, Philadelphia. 
Second Edition, Reset. Philadelphia and London. 
W. B Saunders Company. 1925. 12mo. of 287 
pages. Cloth, $3.50 net. 


Principles of Surgery for Nurses. By M. S. WOOLF, 


M. B. Se, M. ©. Cling... B.C. 
(London), Instructor in Surgery, University of 
California Hospital, San Francisco. Philadelphia 
and London. W. B. Saunders Company. 1925. 
12mo. of 350 pages, illustrated. Cloth, $3.00 net. 


Serum Diagnosis of Syphilis by Precipitation. Gov- 


erning Principles, Procedure and Clinical Appli- 
cation of the Kahn Precipitation Test. By R. L. 
KAHN, M. S., D. Sc., Immunologist, Bureau of 
Laboratories, Michigan Department of Health. 
Baltimore. Williams and Wilkins Company. 1925. 
Octavo. 237 pages. Cloth. Price, $3.00. 


Pediatrics. By Various Authors. Edited by ISAAC 


A. ABT, M. D., Professor of Diseases of Children, 
Northwestern University Medical School, Chicago. 
Set complete in eight octavo volumes totaling 
8,000 pages with 1,500 illustrations, and separate 
Index Volume free. Now ready—VOLUME VI, 
containing 736 pages with 127 illustrations. Phila- 
delphia and London. W. B. Saunders Company. 
1925. Cloth, $10.00 per volume. Sold by subscrip- 
tion. 


International Clinics. A Quarterly of Illustrated 


Clinical Lectures and Especially Prepared Articles 
in Medicine, Surgery and the Various Specialties. 
By Leading Members of the Medical Profession 
throughout the World. Edited by HENRY W. 
CATTELL, M. D., Philadelphia, and COLLABO- 
RATORS. VOLUME I. Thirty-fifth Series, 1925. 
Philadelphia and London. J. B. Lippincott Com- 
pany. 1925. Octavo of 301 pages. Cloth. 
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Editorial 


Politics and Medicine. 

Politics and medicine have been commonly 
assumed to be two things that, like oil and 
water, would not or should not mix. In 
general this is true, but with higher ideals for 
the medical profession and for the health of 
the people, a satisfactory and effective emul- 
sion may be made. Naturally. the chief. 
obligation is upon the individual dector to 
hold up the best traditions of medicine in dee’! 
and in truth, and to practice the spirit of 
medical ethics rather than take refuge behind 
technicalities. In these modern days of ap- 
parently lowered morals it behooves each mem- 
ber of the medical profession to become a 
leader in his community, not only for hygienic 
measures. but for moral standards. A good 
citizen is a respecter of all laws. Unless a 
doctor leads the clean life he preaches, he re- 
sembles the rather contemptible politician who 
brazenly announces that he is politically dry 
but personally wet. 

The contemptuous opinion concerning fol- 
lowers of Esculapius, held by many politicians 
and by some big business leaders, is naturally 
galling. If the follower is not a true Escula- 
pian, but is one who desires “to seem” rather 
than “to be.” who practices cults and who has 
no real human touch nor scientific curiosity, 
he is not of the type that the regular medical 
profession would like to consider representa- 
tive. 

A distressing spectacle, enacted before 
every election, is that of candidates for gov- 
ernorship and other elective offices solicit- 
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ing votes and attempting to secure favor fom 
the different classes of voters by every a\ail- 
able means. Because doctors seem timic in 
asserting the views they know to be, r ght 
their political influence has heretofore | een 
regarded as practically negligible; but the 
medical men of the State of Virginia can, if 
they will, control any political office within 
the gift of the State. Such power, if exerted 
properly, would be the greatest asset to Vir. 
ginia. The candidates begin months betore 
the election to send out letters or propaganda, 
When the doctors are favored with such letters 
much emphasis is laid on the relatives or patr- 
ents who have been doctors and upon what 
great respect the candidate has for the medi- 
cal profession, though the letter may be singu- 
larly neglectful of his record in matters of pub- 
lic heatth and the maintenance of scientific 
standards for applicants to practice medicine. 


Can any meniber of the regular medical 
profession (which of course does not mean 
“allopaths.” because there is “no such animal,” 
this term having been wished on regular cloc- 
tors by the founder of homeopathy) approve 
of any measure that endorses a pseudo-scien- 
tific method, bounded by a creed? Is there 
anything more absurd to a man who has real 
knowledge of anatomy and physiology than 
the tenets of the osteopath, the chiropractor. 
or the Christian “scientist” ¢ 

It does not seem to be generally known that 
the Veterinary Board of Virginia is much 
more careful in protecting horses, cattle ani 
hogs from unscientific medical treatment than 
is the Legislature in protecting the health of 
the people of Virginia. The Veterinary Board 
requires that any one who undertakes to prac- 
tice veterinary medicine or surgery in Virginia 
shall have a minimum requirement of two 
vears in college and a thorough education in 
the fundamental sciences of anatomy, plysi- 
ology, chemistry, embryology, pharmacology 
and pathology. There is no exception to this 
rule by which practitioners of cults, such as 
chiropractors, osteopaths or Christian “scien- 
tists.’ may treat horses, cattle or sheep—but 
they are permitted by the Legislature to prac- 
tice on human beings! 

Let each doctor inform himself about the 
record and the present platform of every can- 
didate for whom he expects to vote. It is of 
no concern whether the gentleman or the lady 
in question has near relatives who are docters 
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or \ sether members of their family have been 
save’ by the administrations of a regular 
medical doctor. It is also of no importance 
whether a candidate has voted for appropria- 
tions for the State Board of Health or for the 
Crippled Children’s Hospital, which appeal 
to the sentiment of the public and are, of 
course, commendable. The vital thing is 
whether the candidate is willing, because of a 
lobby maintained by the chiropractors, osteo- 
paths, Christian “scientists” and others, to 
support a bill that will impair the power of 
the State Medical Examining Board and so 
enable the governmental authorities to place 
in charge of the little patients in the Crippled 
Children’s Hospital the followers of the above- 
mentioned cults, who do not have the scientific 
education to permit them legally to practice 
on dogs. 


Let each doctor ask the candidate for legis- 
lature or for governor whether he supported 
the miserable bill passed in the Legislature 
about five vears ago, which enabled De Collard 
not only utterly to defy the requirements of 
the State Medical Examining Board as to his 
fundamental qualifications, but permitted him 
to found a school from which others of his 
kind would be brought forth. Ask the can- 
didate if we would have a man of this kind 
treat a blooded bull of his, and then follow 
up the question with the query whether he 
thinks permitting such men to have a license 
to practice medicine without an official in- 
quiry into their scientific qualifications does 
not work a far greater injury to the health and 
well-being of the people of the State of Vir- 
ginia than his vote for appropriations for 
the Crippled Children’s Hospital and for the 
Board of Health can possibly benefit. 


Let us bring these matters out squarely and 
see where the people stand. It is a great op- 
portunity for the members of the medical pro- 
fession, as well as their privilege, to educate 
the people of Virginia along lines of sanita- 
tion and health. Many doctors would doubt- 
less be much more prosperous and have more 
patients if there were no restrictions whatever 
on medical practice, because no reeulation of 
medical practice means many cases of unneces- 
sary sickness and injury. But that is not the 
point. We are not standing for the protection 
of the medical profession primarily, but for 
the protection of the health of the people of 
Virginia. which can only be done by upholding 
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high standards of scientific medical education. 
A politician of sufficient education to appreci- 
ate the value of modern science cannot in goo: 
faith vote for the exploitation of the men and 
women in Virginia by the followers of cults. 
Let each doctor be in himself a public health 
educational bureau, and, discarding to some 
extent the ancient reserve, talk frankly to his 
patients about their troubles, describe briefly 
the anatomy, physiology and pathology con- 
cerned in the patient’s complaints, and so give 
a basis of facts which will make impossible 
the sprouting of the seeds of error that the 
cults are busy in disseminating. Can any one 
with the correct conception of anatomy of the 
spine, for instance, regard as other than 
absurd the claims of the chiropractor, or can 
an intelligent layman with even a smattering 
of knowledge of anatomy of the nerves of sen- 
sation perceive the slightest foundation for the 
doctrine of Christian “science”? Can any one 
with a knowledge of physics and chemistry 
seriously consider the theories of Abrams and 
his followers! When the legislature and those 
in authority are willing te exempt men like 
De Collard from the requirements of the State 
Medical Board, they may go farther and, if 
they believe his merits are sufficient to demand 
special legislation for exemption, insist upon 
such men being placed in charge of the 
Crippled Children’s Hospital or of other in- 
stitutions where little children are treated for 
congenital and acquired deformities. 


The fate of the health of the people of Vir- 
ginia lies in the hands of the members of 
the regular medical profession, Every plhysi- 
cian should explain to his patients matters con- 
cerning anatomy, physiology, pathology and 
therapeutics; and he should make a personal in- 
quiry of the candidates soliciting his vote as 
to their past record and present views and 
attitude toward regular medicine. 

The recent experience in Connecticut can- 
not be too strongly emphasized. The Legis- 
lature, against the earnest protest of the 
regular medical profession, created many dif- 
ferent Boards by which numerous cults and 
many grades of medical practitioners were a(- 
mitted to practice medicine. It was soon found. 
even by laymen, that the mortality for insig- 
nificant diseases and injuries was great. Then 
the people took the matter in their own hands 
and instituted a grand jury investigation, but 
not until there had been numerous deaths 
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which seemed unnecessary. The Vew York 
Times commented upon this as follows: 

“Connecticut’s highly commendable cam- 
paign against quack doctors, and its reverbera- 
tions in other states, almost warrant the hope 
that success might attend an immediate and 
earnest attempt to change the medical practice 
laws all through the country. And no laws 
need changing more. Thanks to the abysmal 
ignorance in medical matters which char- 
acterizes a majority in our legislative bodies. 
statute books show how well the quacks have 
been able to win confidence in the two delu- 
sions on the acceptance of which their legal 
right to do business must rest. The first of 
these is that nothing is ‘medical practice’ ex- 
cept the administration of drugs, and the 
second is that there are and must be ‘schools’ 
of medicine, each equally efficient and each 
entitled to bestow upon its representatives the 
title of doctor. * * *” ‘ 

“In no State should there be more than one 
medical examining board, and that one alone 
should issue licenses to practice medicine. Its 
members would not belong to any ‘school, 
They would be men of real medical education 
themselves, able to distinguish between a reai 


medical college and a diploma mill—between a 


real doctor and a quack. * * *” 


“Not one of the men licensed by such a board 
would claim universal efficacy for any form 
of treatment. Whoever does that is instantly 
revealed as a quack, either ignorant or dis- 
honest, and he is not any the less a quack be- 
cause he can produce ‘testimonials’ from grate- 
ful patients, including the familiar legislator 
whose close relative was saved from the fast- 
approaching death by an ‘irregular’ after he. 
or more often she, had been given up by any- 
where from one to a dozen ‘regular’ doctors.” 

“The number of people, otherwise intelli- 
gent, who thus can be deceived and with the 
best of intentions can deceive others as gullible 
as themselves is disgracefully and humiliat- 
ingly large.” 

J. Suevron Horsey, M. D. 


Virginia Doctors and the Legislature. 

The election of the members of the coming 
legislature will soon be held. Candidates 
throughout the State will soon present their 
claims for the votes of the people. The ex- 
treme importance of one phase of Virginia’s 
needs is presented in an editorial, “Politics and 
Medicine,” in this issue. What the writer has 
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forcefully written is applicable to other and 
related questions of medicine and public wel. 
fare. One need hardly stress this point b« fore 
Virginia doctors.. The practical thing t do 
now is for Virginia doctors to “go into ;oli- 
tics,” at least for the next few months. ‘his 
is urged upon physicians everywhere thro: gh. 
out the State. 


Going into politics is not urged for the pur. 
pose of office seeking as such, but for the ur. 
pose of effecting the election of the hig rest 
tvpe of legislators possible to represent \‘ir- 
ginia in its law making body. No grou) of 
workers in the State knows more truly the 
needs of Virginia in matters touching upon 
the welfare of its people than do Virginia «oe. 
tors. This is argument enough to convince 
one of the justification of the physician's 
turning aside for a time from his daily routine 
in order to take an active part in practical 
politics. Such action by Virginia doctors will 
redound to advancement of our State along 
lines much needed at this time. 


A. G. B. 


Ceorsidering Burns. 


One of the most distressing of human afilic- 
tions is a severe burn, Pain, toxemia, expense, 
tedious illness or danger to life all play an 
important role in the consideration of large 
burns of the second and third degree. Many 
and varied have been the treatments given 
burns in the acute stages and include the appli- 
cation of ointments, solutions and exposure to 
air with subsequent skin grafts in selected 
cases. 


Debridement, which consists of cutting 
away burned tissue down to healthy tissue, is 
advocated by A. M. Willis in the Journal of 
the American Medical Association, February 
28, 1925, who reports most satisfactory results. 
This treatment is based upon animal exper'- 
mentation reported in 1923 by Robertson and 
Boyd which tends to prove that Cannon and 
his co-workers were correct in believing that 
secondary traumatic shock is due to intoxica- 
tion from absorption from protein cleavage 
products. 
~ This method should be thoroughly tried out. 
for, if the results substantiate those of Willis. 
much suffering, expense and danger will be 
saved those who sustain severe burns. 

B. R. T. 
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Sou: -ern Dietetics. 

Re ently is was asked, “Who is the authority 
on ¢ -tetics in the South?” and this question 
was ‘ound hard to answer. Many Southern 
men iave made dietetic contributions in some 
one oarticular direction, but we know of no 
book or treatise on dietetics written by a 
Soutvern physician in recent years. Here is 
an important field for authoratative investiga- 
tion and publication. 

Tie recent advances in de‘iciency diseases 
and diabetes have brought the question of diet 
prominently to the front. Calorie feeding has 
become a matter of every day practice in these 
and certain other conditions and Dr. Ed. Wood, 
of Wilmington, has contributed much toward 
the understanding of the diet in sprue and 
allied conditions. In spite of all these ad- 
vances there seems to be much misunderstand- 
ing and dubiousness as to the question of diet 
even in such well known conditions as gastric 
and duodenal ulcers. Looking over dietary 
lists initiated by Northern authorities, there 
are two criticisms. One is that many of the 
articles of food are expensive and beyond the 
reach of the poor people of the South; the 
other is that many of the articles are not ob- 
tainable in this section and foods which are 
commonly used in the South are not men- 
tioned. For instance, one sees on the dietetic 
lists Brussells sprouts, artichokes, cress and 
many other articles not obtained in our mar- 
kets, while no mention is made of foods usually 
used in this region, for instance, black eyed 
peas, roe herring and white meal corn bread. 

The question of het breads often arises and 
much has been said against them but not much 
scientific investigation has been done. The 
time is opportune for a broad and at the 
same time scientific discussion of the whole 
dietetic subject and to settle the. question 
whether calorie diets and restricted diets are, 
or are not, too rigid and it is hoped that some 
Southern physician will answer these with an 
authoritative publication. The only sugges- 
tion we have to make is that he may bear in 
mind Shakespeare’s injunction: 


“Let good digestion wait on appetite, 
Good health on both.” 


B. R. T. 
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News Notes 


Our New Volume. 

The Vireinta Mepican Montury, with this 
issue, enters upon its fifty-second year of con- 
tinuous publication. It is one of the oldest 
medical journals in this country and has al- 
ways tried to maintain a high standard. With 
the co-operation of the members of our State 
Medical Society, by whom it is owned, we shall 
endeavor to keep it on a high plane and are 
ever desirous of using its pages in the further- 
ance of any matters pertaining to ethical medi- 
eme. 

Let’s make this fifty-second vear of the jour- 
nal the best yet! 


Arrangements Being Made for Richmond 
Meeting, Medical Society of Virginia. 
The Richmond Academy of Medicine re- 

cently met and appointed the following coc- 

tors as the executive committee in charge of 
arrangements for the Richmond meeting of 

the Medical Society of Virginia, October 13- 

16, 1925: Dr. Thomas D. Jones, chairman, 

and Drs. Garnett Nelson, E. H. Terrell, C. M. 

Miller, F. S. Johns, J. K. Hall. F. H. Hodges, 

Thos. W. Murrell, and Carrington Williams. 
The following sub-committees and chair- 

men for same have been named: 

Reception ann Fred M. 
Hodges. 

BapGes, PRINTING 
Thos. W. Murrell. 

Goitr—Dr. FE. H. Terrell. 

Fixance—Dr. Carrington Williams. 

EnrerraiN MENtT—Dr. Garnett Nelson. 

*Screntiric Exurprrs—Dr. J. Shelton Hors- 
ley. 

ComMerciaAL Exuipirs, Horens 
inc Hatis—Dr. James K. Hall. 

Laptes—To be appointed. 

Members of the sub-committees will be an- 
nounced later. Richmond doctors are anxious 
to have this a “big” meeting and want every 
member to attend. There will be no trouble 
in securing all accommodations necessary, and 
there is always plenty to be done in Rich- 
mond. 

American Medical Association Meeting. 
Official call has been issued for the seventy- 

sixth annual meeting or the American Medi- 

cal Association to be held in Atlantic City, 

New Jersay, from Monday, May 25th to Fri- 

day, May 29th, 1925, The House of Delegates 


AND — Dr. 


= 
| 


60 VIRGINIA MEDICAL MONTHLY. 


will convene on the first day and the scientitic 
assembly will open with ‘the general meeting 
at 8:30 P. M. on the evening of the 26th. 
The various sections of the scientific assembly 
will meet Wednesday, the 27th, at 9 A. M. 
and 2 P. M. and subsequently according to 
their respective programs. Dr. William Allen 
Pusey, Chicago, is president, and Dr. Olin 
West, Chicago, secretary. Reduced railroad 
fares have been secured for the benefit of 
members and fellows of the Association and 
members of their families. In addition to the 
usual attractions offered by Atlantic City and 
attendance upon these meetings, the Ameri- 
can Medical Golfiing Association will hold its 
eleventh annual tournament at Seaview Golf 
Club on May 25th. 

Dr. Clarence L. Andrews, 1801  Paci’c 
Avenue, Atlantic City, N. J.. is chairman of 
the local committee of arrangements for this 
meeting. 


Virginia Society of Oto-Laryngology and 

Ophthalmology. 

The 1925 meeting of this society will be 
held at Winchester on Thursday, May 7th, 
under the presidency of Dr. James Morrison, 
of Lynchburg. 

The invited guests are Dr. William Zent- 
mayer. Philadelphia, Dr. James Babbitt, 
Philadelphia, and Dr. Harry Gradle, Chicago, 
all of whom will read papers before the so- 
ciety. The subject for the symposium is 
“Cataract” which will be led by Dr. Joseph 
A. White, Richmond and Dr. H. S. Hedges. 
Charlottesville. In addition, there will be a 
number of papers and case reports presented 
by members. 

A luncheon will be tendered the members 
by Dr. Hunter MeGuire at his residence, 
after which they will be taken on a drive 
through the Valley of Virginia. This presents 
a rare opportunity as the meeting will be dur- 
ing the famed Apple Blossom Festival. 

The present membership consists of about 
seventy-five eve. ear, nose and throat special- 
ists of Virginia. Membership is open to any 
specialist in good standing residing in the 
state. Communications should be addressed 
to Dr. E. U. Wallerstein, secretary, 114 N. 
Fifth St., Richmond, Va. 


Dr. Russell Cecil Heads New York Alumni. 
A permanent organization of all Medical 

College of Virginia and University College of 

Medicine alumni living in New York has been 
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founded. Dr. Russell Cecil of the clas: of 
1906 was elected president of the organiza’ ion, 
Dr. Cecil is a native of Richmond, Va., and 
one of the many graduates of the Medical (ol. 
lege of Virginia who has become distingui-hed 
in the field of medicine. 


The American College of Surgeons, Va.. W. 

Va., Md. and D. C. Section, 

Held its annual meeting in Charleston. Wy, 
Va.. March 20 and 21... Many interesting 
clinics were held and also hospital and health 
conferences. Dr, Allan Craig, of the Ameri- 
can College of Surgeons, presided over the 
health conference at which lantern slides were 
shown. Dr. Craig, who was taken sick at 
this meeting, was able to leave the next day for 
his home. Invited guests were Drs. J. Gar- 
land Sherrill, of the University of Louisville, 
and Dr. George W. Crile, of Cleveland, who 
read most interesting papers. It was de- 
cided to hold the 1926 meeting in Winchester, 
Va., and Dr. W. H. Goodwin, University, was 
elected chairman and Dr. Paul W. Howle. 
Richmond, secretary of the Virginia Section. 

Among the Virginia doctors noted at this 
meeting were Drs. P. W. Boyd and Hunter 
H. MeGuire. Winchester: Southgate Leigh, 
Norfolk: Murat Willis, C. C. Coleman, W. L. 
Peple and Paul W. Howle, Richmond; W. H. 
Goodwin, University, and J. Coleman Mot- 
ley, Abingdon. 


The Virgiria Surgeons Travel Club 

Met in Chicago, following the sectional 
meeting of the American College of Sur- 
geons, and went from there to Rochester. 
Minn., where they were guests of the Mayo 
Clinic for several days. On their return, they 
visited clinics in Chicago and Cleveland. This 
Club has eighteen members. Those on the 
trip this vear were Drs. Jos. T. Buxton, 
Newport News: H. D. Howe, Hampton: 
E. C. S. Taliaferro and J. L. Rawls, Norfolk: 
P. W. Howle. W. L. Peple and W. T. Graham, 
Richmond: R. P. Bell, Staunton, J. C. Mot- 
ley, Abingdon: invited guests, Drs. 
Israel Brown and H. G. Ashburn, Norfolk. 
and Otis T. Amory, Newport News. 

New President of Medical College of Vir- 
ginia. 

The Board of Visitors of the Medical Col- 
lege of Virginia, at its meeting on March 24, 
unanimously elected Dr. William T. Sanger, 
secretary of the State Board of Education, 
president of the College. He succeeds Dr. 
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Stus:t MeGuire who has for sometime advo- 
cate; securing a full-time president for the 
inst ‘ution. Dr. Sanger is a native of Rock- 
ingham County, Virginia, and has devoted 
mucii of his life to teaching. He will enter 
upon his duties the first of July, this year. 
Dr. McGuire will continue as a member of the 
board of visitors and of the executive com- 
mitiee of the College. 

At this same meeting, Mr. Eppa Hunton, 
Jr.. was elected president of the Board of 
Visitors, succeeding the late Judge George 
L. Christian. 

Medical Student Heads Graduating Class, 

U. Va. 

Staige Davis Blackford, of the Department 
of Medicine, has been elected president of the 
graduating class of 1925 of the University of 
Virginia. He is a son of the late L. M. Black- 
ford. for many years headmaster of the Epis- 
copal High School, and has taken an active 
part in athletics since he entered the Univer- 
sity. several years ago. 

Dr. Ramon D. Garcin, 

Richmond, who has been quite sick at a 
local hespital, is reported as improved, as we 
go to press. 

The American Society of Clinical Pathol- 
ogists 

Will hold its annual meeting in Philadel- 
phia. May 21. 22 and 23, the week preceding 
the meeting of the American Medica! Associa- 
tion in Atlantic City. so that those coming 
from a distance may plan to attend both meet- 
ings before returning home. Dr. John A. L. 
Kolmer, Philadelphia, is president. and Dr. 
Ward Burdick, Denver, Col., secretary-treas- 
urer, 

Dr. and Mrs. E. G. Brumback 

And son, of Luray, Va., have been recent 

visitors in Washington, D. C. 


Additions to Virginia Baptist Hospital. 

Contract has been let for the erection of a 
nurses’ home in connection with the Virginia 
Baptist Hospital, Lynchburg, Va.. the build- 
ing to cost $36,000. It is to be the gift of 
O. B. Barker, of that city. Arrangements 
are also being made to finance the erection of 
the second unit of the hospital plant. 


Child Health Day. 

May 1st, this year, will witness throughout 
the entire country a continuous series of local 
celebrations, pageants, plays. games or con- 
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tests, all having as their motive the foscussing 
of attention on the needs of children. 

Dr. Mary E. Brydon, Director of Child 
Welfare, of the Virginia Board of Health, is 
the State Director of this year’s effort. She 
has formulated plans suitable for any com- 
munity in Virginia. The larger cities and 
the more populous rural districts are able to 
undertake a program which would be impos- 
sible for smal] towns or sparsely settled sec- 
tions; but Dr. Brydon has made a digest of 
the numerous proposals for celebration, and 
she is able to advise any community so that 
the best advantage can be taken of local op- 
portunities. She will welcome questions from 
mothers’ clubs, women’s associations and, in 
fact, any style of organization that is con- 
cerned in helping to preserve and improve the 
nation’s greatest asset—the children. 


Miniature Playground. 

A miniature model of a five-acre playground 
for city children has been constructed for the 
Children’s Bureau and will be displayed as 
part of the bureau’s exhibit at the Inter- 
national Council of Women meeting in Wash- 
ington this spring. The model, planned by the 
Recreation Expert of the Children’s Bureau, 
is an exact reproduction to scale of a play- 
ground adequately equipped for daily use by 
approximately 300 boys and girls. It contains 
a miniature swimming pool, a shelter house. 
two tennis courts, a basketball court, a large 
baseball diamond, a smaller diamond, a wad- 
ing pool for little children, seats for the story 
hour, swings, ladders, flying rings. sand boxes, 
and all other needed equipment. Tiny figures 
of children engaged in the various sports are 
part of the model. 


Congress of American Physicians and Sur- 
geors. 

This Congress, composed of the members 
of a number of National societies. meets in 
Washington, D. C.. May 5 and 6, with head- 
quarters at the Washington Hotel. All phy- 
sicians are invited to attend the meetings of 
the Congress and the public meetings of the 
various societies, but only those may register 
who are members, specially invited guests, or 
visitors accredited through secretaries of the 
constituent societies. Dr. A. R. Shands, 901 
Sixteenth Street, Northwest, Washington, 
D. C., is charman of the local committee of ar- 
rangements. He or some member of his com- 
mittee will take pleasure in answering any in- 
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quiry relating to the local arrangements of the 

Congress. 

Dr. William J. Mayo, Rochester, Minn., is 
president of the Congress, and Walter R. 
Steiner, Hartford, Conn., secretary. 

Dr. Charles Y. Bidgood, 

Who came to Richmond about a year ago, 
with a view to making this his future home, 
has just moved to Hartford, Conn., in re- 
sponse to a very flattering offer received by 
him. 

Dr. and Mrs. Stuart McGuire, 

Richmond, are home again, after a visit to 
Magnolia Gardens, near Charleston, S. C. 
Lt. Toson O. Summers, M. C., 

Formerly of Richmond, but now chief 
medical officer on the U. S. S. “Richmond,” 
narrowly escaped death recently, in an acci- 
dent which cost the lives of two officers in 
Guantanamo Bay. Cuba. Fourteen officers 
were returning to the “Richmond” in a motor 
launch, when it capsized in a heavy sea and 
all of its occupants were thrown overboard. 
Lt. Summers was among those rescued later 
by a passing boat. 

Last Announcement for Registration on the 
Inter-State Post-Graduate Assembly Clinic 
Tour of American Physicians to Canada, 
British Isles and France. 

The medical profession of America who 
are in good standing in their State Medical 
Societies and members of their families are 
cordially invited to participate in the Inter- 
State Post-Graduate Assembly clinic tour to 
Canada, British Isles and France, leaving 
Chicago May 17 and sailing from Montreal 
May 23. There is no restriction to territory. 
Dr. Charles H. Mayo of Rochester, Minne- 
sota will be the presiding officer of the tour 
and Dr. William B. Peck, of Freeport, Illi- 
nois. Managing-Director. 

The tour is being conducted as the result 
of an invitation extended to the American 
physicians through this Association by the 
leading universities and medical institutions 
of Canada, British Isles and France. Clinics 
will be held for the visitors in the various 
cities visited, and these will cover every 
branch and specialty of medical science. The 
price of the tour, including traveling ex- 
penses is under $1.000. In addition to the 
clinics, numerous social functions will be ten- 
dered the doctors and their families. 

Two fine new one-cabin ships with excellent 
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appointments have been chartered to tak: the 
physicians abroad. Reservations can be 
by sending the reservation fee of $65.00 per 
person to Dr. William B. Peck, Mana: ing. 
Director, Freeport, Illinois. There are p)onty 
of first-class accommodations available. 

The registration March 17th was 375 hy. 
sicians and total number, including men: bers 
of the physicians’ families 625. Forty-one 
states are represented, and quite a number of 
provinces of Canada. 


Lee County Medical Society, 

Dr. C. C. Pearce, Pennington Gap, Va, 
has been elected president, and Dr. J. B. 
Muncy. Jonesville, has been re-elected secre- 
tary of the Lee County Medical Society. ‘This 
society reports that it is active in spite of the 
fact that it has only ten members and_ that 
they are widely separated. 

The American Urological Association 

Will hold its annual meeting in St. Louis, 
May 21-23, with headquarters at Hotel Chase. 
Information about this meeting may be ob- 
tained from the secretary, Dr. Homer G. 
Hamer, Indianapolis, Ind. 


The American Board of Otolaryrgology 

Will hold its first examination during the 
meeting of the American Medical Association 
in Atlantic City, May 25th to 28th. 

According to the rules of the Board, appli- 
cants are divided into three classes. 

Class I. Those who have practiced Oto- 
laryngology ten years or more. 

Class II. Those who have practiced Oto- 
laryngology five years and less than ten years. 

Class TII. Those who have practiced Oto- 
larvngology less than five years. 

The type of examination is different for 
each class. 

The Secretary, Dr. Hanau W. Loeb, 1402 
South Grand Boulevard, St. Louis. Mo., an- 
nounces that thus far over three hundred ap- 
plications have been made. 


The National Association for the Study of 

Epilepsy, 

Of which Dr. G. Kirby Collier. Rochester, 
N. Y., is president, and Dr. Arthur L. Shaw. 
Camden, N. Y., secretary, will hold its annual 
meeting in Richmond, Va., May 11 and 12. 
immediately preceding the sessions of the 
American Psychiatric Association. the 
former meeting, papers on the subject of 
epilepsy will be presented by Drs. Mennin- 
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The American Psychiatric Association 

Will hold its eighty-first annual meeting 
in Richmond, Va., May 12-15, immediately 
folloving the meeting of the National Asso- 
ciation for the Study of Epilepsy. Jefferson 
Hote! will be headquarters for this meeting, 
Dr. James K. Hall, Westbrook Sana- 
torium, Richmond, is chairman of the local 
comiittee of arrangements. Dr. William A. 
White. Washington, D. C., is president, and 
Dr. Earl D. Bond, Philadelphia, secretary of 
this Association. 


Dr. Heward L. Mitchell, 

After a sixteen months’ service at the Epis- 
copal Eye and Ear Hospital, Washington, 
Pp. C.. and additional work at the New York 
Eve and Ear Infirmary, has located at 154 
West Main Street, Danville, Va., where he !s 
associated with Dr. J. W. Tipton. Their 
practice is limited to diseases of the eye. ear. 
nose and throat. 

Prior to taking up this special work, Dr. 
Mitchell was engaged in general practice at 
Callands, Va. 


Dr. J. Allison Hodges Improved. 

The many friends of Dr. J. Allison Hodges. 
throughout this State and North Carolina, 
will be pleased to learn that he is apparently 
regaining his health after several months’ 
illness, Dr. Hodges was taken ill about last 
Thanksgiving Day and was taken to Stuart 
Circle Hospital. this citv, where he was at- 
tended by Dr. A. G. Brown, Jr. For a time 
the daily press recorded the extreme gravity 
of his condition. Dr. Hodges will soon take 
up his duties in practice. 

Dr. H. T. Hopewell, 

Strasburg, Va., was a visitor in Washing- 
ton, D. C., last month. 

Dr. and Mrs. J. N. Barrey, 

Who were recently called to Woodstock. 
Ya. on account of the illness and death of 
Mrs. Barney’s mother, returned to their home 
in Fredericksburg, Va.. early in March. 
Married 

Dr. Thomas Preston White, Charlotte, N. C.. 
and Miss Henrietta Tucker, daughter of Mr. 
and Mrs. Henry St. Geo. Tucker, of Lexing- 
ton. Va.. at Winter Park, Fla.. March 21. 
Dr. White is a son of Dr. Reid White, of 
Lexington, Va. 


and 
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Dr. J. W. Williams, Irwin, Va., formerly of 
Richmond, and Mrs. Mary Stamper Rayner, 
Fredericksburg, Va., March 31. 

Dr. Arthur H. Deekens, 

Richmond, Va., announces removal of his 
offices to Room 709, Mutual Building, this 
city. 

The Southside Virginia Medical Association 

Held its regular quarterly meeting in Nor- 
folk, March the 10th, Dr. H. M. Snead. of 
South Ill, presiding. There was a good at- 
tendance, a splendid program was enjoyed by 
those attending, and the papers were freely 
discussed. Dr. R. L. Raiford, Sedley, is the 
efficient secretary of this Association. A 
pleasant feature of the meeting was an oyster 
roast given by the Norfolk doctors at Truitt’s 
larm. In the evening, tiie wives of the Nor- 
folk members entertained the visitors with a 
delightful supper. The next meeting is to 
be held in Suffolk on the second Tuesday in 
June. 

Dr. Henry H. Wescott, 

Of the class of °18, Medical College of Vir- 
ginia, after a post-graduate course at Massa- 
chusetts General Hospital, located, last Fall. 
in Roanoke, Va., where he is engaged in ortho- 
pedie work. 

Dr. Alexander G. Brown, Jr., 

Associate professor of medicine, at the 
Medical College of Virginia, Richmond, by 
invitation, delivered a lecture before the Rich- 
mond Dental Society, on March 19th, his sub- 
ject being “Some Solved and Mooted Prob- 
lems of Internal Medicine.” The meeting 
was well attended and considerable interest 
was shown in the subject discussed. 

Dr. W. Nelson Mercer, 

Formerly connected with the Bureau of 
Health of Richmond, is now with the U. S. 
Veterans’ Bureau at Saranac Lake. N. Y.. 
where he is one of a staff of six tuberculosis 
specialists to look after the four hundred and 
fifty tuberculous ex-service patients hospi- 
talized in cottages there. Prior to March 1, 
1925, these patients were attended by the doc- 
tors of Saranac Lake on a contract basis. The 
Bureau works in close co-operation with Tru- 
deau. Sanatorium for the X-ray part of the 
work. 

Before entering upon his present duties, 
Dr. Mercer spent several months in Detroit, 
Mich., where he was supervisor of the Medical 

Service of the Detroit Tuberculosis Society. 
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Dr. H. D. Ribble, 

Of Blacksburg, Va.. who has been spending 
some time at Mt. Hope. West Virginia, plans 
to return home about the first of May. 

Dr. Robert Spilman, 

Physician to the Virginia Military Insti- 
tute, Lexington, expects to join a party on a 
European trip this summer. 

Dr. and Mrs. D. M. Faulkner, 

Richmond, are home again after a visit to 
relatives in Boydton, Va. 
Superintendent of Epileptic Colony. 

Dr. John H. Bell, for several vears first 
assistant to the late Dr. A. S. Priddy, was 
elected superintendent of the Virginia State 
Epileptic Colony by the General Hospital, 
Board, at its meeting in Richmond, March 26, 
Dr. Bell graduated from Medical Coilege of 
Virginia in 1910 and practiced at Bridge- 
water, Va., for several vears before joining 
the staff of the Epileptic Colony. 


Heart Disease has Supplanted Tuberculosis 
as the Greatest Man-Killer 

Is an assertion made by Dr. Robert H. 
Halsey, of New York, in a paper presented 
to the American Association for the Advance- 
ment of Science at its last annual meeting in 
Washington, D. C. The statement is further 
substantiated by Dr. Stewart R. Roberts in a 
paper recently read before the Southern Medi- 
cal Association in New Orleans, and by figures 
just given out for the vear 1923 by the United 
States Department of Commerce. Dr. Roberts 
not only places heart disease as the most 
deadly destrover of human life, but he also 
points to syphilis as one of the greatest causes 
of heart disease. It was also stated that 
syphilis is responsible for fifty-two per cent 
of all heart troubles. 

Dr. Roberts said that there was no more ex- 
cuse for having syphilis than leprosy: and 
that while a great portion of all heart diseases 
come from syphilis, the other portion comes 
from degeneration and aftlictions of the rheu- 
matic group, most of which, like syphilis, are 
entirely preventable. Syphilis has its most 
dangerous effects on the heart between the 
ages of forty-five and fifty-five, although it 
takes its toll at nearly all ages, said Dr. 
Roberts. 

Both Dr. Halsey and Dr. Roberts advocated 
a wider dissemination of knowledge to dispel 
the ignorance from which nearly all diseases 
that lead to heart trouble are born. 
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Four Recovered Lepers Discharged from Na. 
tioral Leprosarium. 

Four lepers who went to U. S. Marine ! Ios. 
pital No. 66 Carville, Louisiana, the National 
Tlome for Lepers, a few years ago, have ‘yee, 
discharged, according to a statement just 
made by Surgeon-General Hugh S. Cumming 
of the U.S. Public Health Service. The on. 
ditions under which lepers are released from 
this institution are exceedingly rigid. They 
require special observation for a period of one 
year, including monthly bacteriological ex- 
aminations to show that the leprosy bacillus 
is absent from the tissues. Certification of 
cure is also reequired from a board of tliree 
medical officers stationed at the hospital and 
experienced in leprosy. 

The treatment at Carville includes the use 
of chaulmoogra oil, special preparations of 
mercury used intravenously, X-ray therapy, 
surgery of superficial areas of involvement, 
hydro-therapy, and the violet ray. The. re- 
sults of treatment have been sufficiently en- 
couraging at this institution to induce numer- 
ous other patients, of whom there are believed 
to be several hundred in the United States, 
to agree to their transfer. A special car fitted 
up for the purpose, and carrying a doctor and 
a nurse was used in the transfer last week of 
eleven patients from Florida, and seven were 
breught from California. There are at pres- 
ent 236 leper patients at Carville. 


Dr. A. W. Graves, 

Who has been practicing for sometime at 
Lacey Spring, Va., has moved to Harrison- 
burg. Va.. with offices in the First National 
Bank Building. His work will be limited to 
the treatment of cases of goitre and general 
surgery. 

The Medical Scciety of the State of North 

Carolina 

Is to hold its annuai meeting at Pinehurst. 
April 28-30. under the presidency of Dr. 
Albert Anderson, Raleigh. Dr. L. B. Me- 
Braver, Southern Pines, is secretary-treasurer. 
urer. 

New York Polyclinic Gives Testimonial! Din- 
ner to Dr. K. Winfield Ney. 

The staff of the New York Polyclinic Medi- 
cal School and Hospital, the pioneer post- 
graduate medical organization in America, on 
March 7th, at the Hotel Astor, gave a bril- 
lian testimonial dinner to Dr. K. Winfield Ney, 
Dean and Professor of Neuro-Surgery. The 
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dinier was given to Dr. Ney in appreciation 
of jis services in the reorganization of the 
institution, and was attended by the trustees 
and 125 members of the teaching staff. 

During the war, post-graduate teaching at 
Polyclinic was abandoned, its staff being 
greatly depleted by many of its members as- 
suming military service. The Government 
took over the institution for the treatment 
of wounded soldiers, and because of lack of 
hospitalization facilities was unable to  re- 
linguish the institution until 1922, at which 
time it was returned to Dr. John A. Wyeth, 
its original founder. 

At this time Dr. Wyeth was advanced in 
years and died before effecting a satisfactory 
reorganization, Without his leadership, the 
institution for the next two years passed 
through a rather uncertain period during 
which it made but little progress. 

In the summer of 1924, Dr. Ney was placed 
in charge of Polyclinic and in a comparatively 
short time has succeeded in establishing a 
highly effectual post-graduate teaching or- 
ganization. The Institution is now running 
full capacity and plans are being made to 
more than double its facilities. 

The New York Polyclinic passed through 
an experience which was not unlike that of 
many of the medical men of the country, who 
gave up their practice and entered the service. 
After the war, they were greatly discouraged 
when they returned home and realized that 
while in the service they had apparently lost 
their following, but in almost every instance, 
after a relatively short period they became 
re-established and did better than ever before. 

So with the Polyclinic: after two rather 
discouraging years of reorganization, it has 
come into its own and is doing more effectual! 
work in post-graduate teaching than at any 
time in its history. 


Dr. A. J. Hurt, 


Chester, Va.. has formally announced that 
he will be a candidate for the General <As- 
sembly, at the next election. 


New Hospital for Fayetteville, N. C. 

Dr. J. F. Highsmith has a half million dol- 
lar hospital under construction in Fayette- 
ville. N. C.. which will contain about 100 
rooms. It is ideally located and will be com- 
plete in every detail. 
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Veterans’ Bureau Hospitals Need Occupa- 
tional Therapy Aides. 

There are about twenty vacancies in posi- 
tions of occupational therapy aide in hos- 
pitals of the United States Veterans’ Bureau. 
and applications for these positions will be 
received by the U.S. Civil Service Commis- 
sion, Washington, D. C., until April 30. 

Full information and application blanks may 
be obtained from the Commission, or from 
the Secretary of the U.S. Civil Service Board 
at the post-office or customhouse in any city. 
Dr. O. F. Blankingship, 

Richmond, is out again, after having un- 
dergone operation for a bad case of appendi- 
citis. 

Dr. and Mrs. Charles V. Carrington 

Returned to their home in Richmond, the 
latter part of March, after a visit to Atlanta, 
(ra. 

Dr. Fred M. Horsley, 

Who has been practicing for some years at 
Lovingston, Va., is now located at Berryville. 
Va. 

Dr. Frank Helvestine, Jr., 

Who graduated from University of Virginia 
in 1922 and has been instructor in the depart- 
ment of surgery there, is now connected with 
the staff of Shenandoah Hospital, Roanoke, Va. 
The Southwestern Virginia Medical Society 

Held its semi-annual meeting in Pulaski. 
March 26 and 27, under the presidency of Dr. 
KF. H. Smith. of Abingdon, Interesting pa- 
pers were read by members and several in- 
vited guests. “Diseases of the Heart” was the 
subject for general discussion. The following 
dectors were admitted to membership at this 
meeting: Drs. J. S. Bachman, Bristol, Tenn.: 
W. H. McCarty, Marion; J. Randolph Chit- 
wood, Ivanhoe: R. W. Cannaday, Spring Gar- 
den: E. A. Holmes, Broadford, and H. R. 
Farley. Pulaski. The annual meeting of the 
society will be held in the early Fall. Dr. 
KE. G. Gill, Roanoke, is secretary of this so- 
ciety. 

The Association of American Medical Col- 
leges, 

At its annual meeting in Boston, last month, 
elected Dr. Hugh Cabot, of Ann Arbor, Mich.. 
president: Dr. David L. Edsall, of Boston, 
vice-president: and re-elected Dr. Fred C. 
Zapfte, of Chicago, secretary. The next meet- 
ing will be held in Charleston, S. C.. October 
26-28, 1925. 
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Dr. and Mrs. John Randolph, 

Of Arvonia, Va.. have returned home after 
a visit to Richmond in March. 

Dr. E. R. Ferguson, 

Of Harrisonburg, Va., is taking a_ post- 
graduate course in diseases of the eye. ear, 
nose and throat, at the New York Polyclinic 
Medical School and Hospital, New York, 
City. 

The American Society for the Control of 

Cancer, 

At its annual meeting on March 7, elected 
Dr. Howard Canning Taylor, of New York, 
president, Dr. Francis Carter Wood, New 
York, vice-president. re-elected Mr. 
Thomas M. Debevoise and Mr. Calvert 
Brewer. secretary and treasurer, respectively. 
Since the death of Dr. Powers in December, 
1922. Dr. Taylor has served as acting presi- 
dent and chairman of the executive committee. 
He is one of the founders of the Society and 
one of the leading gynecologists of this coun- 
try. 

Dr. Dean Lewis Accepts Position at Johns 

Hopkins. 

Dr. Dean Lewis, chief surgeon at the Uni- 
versity of Tlllinois, has aecepted a similar post 
at Johns Hopkins University, Baltimore, and 
will enter upon his duties next September. 
Dr. Lewis is recognized as one of the leading 
surgeons of the country. 

Dr. and Mrs. Elisha Barksdale 

Have returned to their home in Lynch- 
burg. Va.. after a visit to New York. 
Dr. M. W. Sinclair, 

Class of 1916 Medical College of Virginia. 
has recently become associated with the Blue- 
field Sanitarium. Bluefield, W. Va.. as pathol- 
ogist. Dr. Sinclair, after graduation, was in- 
tern at the Polyclinic Hospital, Philadelphia, 
and later did special work in pathology at the 
Rockefeller Institute, New York, the Phipps’ 
Institute, Philadelphia. and Department of 
Surgical Pathology, Johns Hopkins Hospital. 
Dr. Sinclair served overseas in the World War 
dome bacteriology and serology in Base Hos- 
pital Center at Nantes. In becoming associated 
on the staff of the Bluefield Sanitarium, Dr. 
Sinclair's work is limited entirely to pathology. 
The Gorgas Memorial Institute 

Seems to be accomplishing its initial pur- 
pose of uniting laymen and doctors, and in- 
stilling into the masses a recognition of the 
fact that scientific medicine is the only proper 
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authority in health matters. The value of 
periodic health examinations is a subject that 
the foundation is stressing in hundreds of 
newspaper articles, in public talks in 
radio addresses, the country over. 

Scores of editorials have been written and 
published by leading newspapers. Without 
exception they have deep sympathy with the 
ideals of the organization and heartily en- 
ilorse it. 

The County Societies are also proving re- 
ceptive to the Gorgas Idea, and see in the 
movement a plan which will aid each mem)er 
individually. 


Medical Center of New York City. 

The work on the Medica! Center which was 
initiated through the combined efforts of the 
Columbia University and the Presbyterian 
Hospital in the City of New York, is making 
steady progress. The Joint Administrative 
Board reports that the excavation for the 
combined School and General Hospital Build- 
ing is now advancing rapidly, and that con- 
tracts for the steel, brick, sand and gravel 
have been awarded and that work on the 
foundation will commence May first. 

There have recently been two important 
additions to the Center, The Babies” Hospi- 
tal and the Neurological Institute of New 
York have both signed agreements with the 
Joint Administrative Board and will receive 
land for the erection of their new institutions 
as a part of the Medical Center. 

The Babies’ Hospital which is at present |o- 
cated at 55th Street and Lexington Avenue. is 
unique in its field as it is the only institution 
which up to this time has devoted its effort 
exclusively to children under four -and one- 
half years of age. It is well known als» 
through the work of the late Dr. L. Emmet 
Holt, and its research work in feeding and 
surgery of infants. In the new Center the 
scope of the Babies” Hospital will be ex- 
panded to include older children. 

The Neurological Institute of New York 
which has just completed its fourteenth suc- 
cessful vear is equally unique in the medical 
field. It is the first co-operative effort of a 
Neuro-Psychopathic group in America to meet 
the growing need for treatment and study of 
the neurosis and early mental disorders among 
the working classes. The growing menace of 
this increasing group of nervous disorders has 
been met with their limited facilities, not only 
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by treatment but by research and the training 
of physicians and nurses in the care of this 
particular type of individual. 

The Joint Administrative Board is at the 
present time composed of: General William 
Barclay Parsons, Chairman; Dean Sage, Robert 
W. de Forest, Walter B. James, Edward S. 
Harkness, John G. Milburn, John Sherman 
Hoyt, Robert Thorne, with Dr. William Dar- 
rach, Dean of the Medical School, acting in an 
advisory capacity; and Dr. C. C. Burlingame 
as Executive Officer. 

Civil Service Examinations. 

Open competitive examinations 
nounced for the following: 

Physiotherapy aide, physiotherapy pupil 
aide, and physiotherapy assistant, receipt of ap- 
plications to close May 9 and June 13. 

Graduate nurse and graduate nurse (visit- 
ing duty), applications to be rated as received 
until June 30. 

Junior medical officer, assistant medical offi- 
cer, associate medical officer, medical officer, 
and senior medical officer, applications for 
these positions to be rated as received until 
June 30. 

Full information and application blanks 
for any of the above may be obtained from the 
U. S. Civil Service Commission, Washington, 
D. C., or the secretary of the board of U. S. 
Civil Service Examiners, at the post-office or 
customhouse in any city. 

Bulletin of the New York Academy of Medi- 
cine. 

The first number of Volume I, Second Series, 
made its appearance in March, and is a credit 
to the Academy. As early as May, 1850, the 
New York Academy of Medicine agitated ways 
and means for publishing its proceedings. 
Since then, at various intervals severals plans 
have been tried, but all were more or less short- 
lived. During the past few years the activities 
of the Academy have increased so considerably, 
that the present Bulletin was deciced upon. It 
will contain from time to time, lectures, dis- 
cussions and papers presented at the Academy 
and it will be used also as the official medium 
for presenting recommendations, reports and 
the various activities of the Academy. Dr. 
Charles L, Dana is chairman of the present 
committee on publication. 

Progress Made in Control of Cancer. 

Dr. George A. Soper, managing director of 

the American Society for the Control of Can- 
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cer, in his annual report, presented evidence 
to show that the efforts of the Society to 
acquaint the public with the early symptoms 
of cancer in order that those affected might re- 
ceive early treatment had borne fruit through- 
out the country. Reports from the State chair- 
men showed that patients were going to phy- 
sicians earlier and consequently had _ better 
prospect of cure. The report showed that 
the Society had done excellent work among 
the public and members of the medical and 
dental professions. It was recommended that 
“cancer weeks” be generally held and that the 
good work being done in some states be dupli- 
cated elsewhere in the country. 

Atlantic City Meetings. 

The American Laryngological, Rhinologi- 
cal and Otological Society has completed ar- 
rangements for its 1925 convention which it 
will hold at The Ambassador, May 22-25. The 
American Proctologic Society and the Associa- 
tion for the study of Internal Secretion will 
also meet at that hotel directly following the 
L. R. and O. 

From advance reservations already re- 
ceived, officers of the three societies believe 
that the attendance will be the largest in the 
history of the organizations. 

The Association of Surgeons of the Southern 

Railway 

Will hold its annual meeting in Savannah, 


'Ga., May 12. 13 and 14, under the presidency 


of Dr. H. R. Black, of Spartanburg, S. C. 
An excellent program is being arranged. 
Child Labor in Argentina. 

Argentina passed a child labor law applying 
to the entire country on September 30, 1924. 
Under the new law fourteen is the minimum 
age for employment in any industrial or com- 
mercial establishment. Children under eigh- 
teen may not be employed more than six hours 
a day and thirty-six hours a week—a higher 
standard than exists in any State in the United 
States. Night work and employment in certain 
dangerous occupations are prohibited for boys 
under eighteen years of age and women of all 
ages. 


Maternity and Infancy, Vermont. 

The Vermont legislature voted during the 
last week in February to accept the provisions 
of the Federal Maternity and Infancy Act, 
bringing the total number of States co-operat- 
ing with the National Government under this 
Act up to forty-two. 
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Working Mothers, Switzerland. 

Under the Swiss Federal Factory Act of 
1919, any woman worker who has household 
responsibilities may request a Saturday half 
holiday, and her employer must grant the re- 
quest, This section of the Act went into effect 
January 1, 1925. 


Wanted. 

Assistant physician, mental diseases. Salary, 
$1.800-$2,000 a year. 

Apply State Employment Commission, 22 
(Adv.) 


Light Street, Baltimore, Maryland. 


Obituary 


Dr. Silas M. Stickley, 

One of the few remaining old time family 
doctors of Frederick County, died at his home 
in Stephens City, Va., March 20, death being 
due to paralysis. He was born at Strasburg. 
Va., seventy-three years ago and_ studied 
medicine at the College of Physicians and 
Surgeons of Baltimore, from which he gradu- 
ated in 1879. He had been a member of the 
Medical Society of Virginia since 1894. He 
was also a Mason and a member of several 
fraternal organizations. He had _ practiced 
in Stephens City for forty-five years and had 
on different occasions served as magistrate, 
councilman and mayor of that place. 
survived by his second wife and several chil- 
dren by a former marriage. 


Dr. Thomas J. Kagey, 

Of Newport News, Va., died on February 
26, as the result of a stroke of apoplexy which 
he suffered the previous day, while playing 
golf. He was born at Quicksburg, Va., in 
1880, and upon completion of his academic 
education, he studied medicine at Jefferson 
Medical College from which he graduated in 
1904 and became a member of the Medical 
Society of Virginia in 1906. Tle served in 
the medical corps of the army during the 
World War, after which he resumed his 
practice in Newport News. His wife survives 
him. 


Dr. Frederick C. A. Kellam, 


Pungoteague, Va., died at his home in that 
place, January 5. He was seventy-nine years 
of age, and graduated from the University of 
Maryland, School of Medicine, in 1866. 


He is: 


April 


Dr. Arthur Wesley Greene, 

Ahoskie, N. C., a graduate of the U vive. 
sity College of Medicine, Richmond, ir 190, 
(ied at a Norfolk, Va., hospital, February 4 
at the age of forty-six years. He was a mem| 
ber of the Medical Society of the State oj 
North Carolina. 


Dr. Thomas Graham Faulkner 

Died at his home at Kinston, N. C., Febrp. 
ary 6. He was thirty-eight years of age anj 
studied medicine at the University Colleg 
of Medicine, Richmond, graduating in 19), 


Dr. Thaddeus O. Joyner, 

Of Severn, N. C., died in Suffolk, Va, 
March 21, death being due to pneumonia. H 
was forty-eight years of age and a graduate 
of the University College of Medicine, Rich- 
mond, in 1899. He is survived by his wif 
and three children, The body was taken to 
Severn for interment. 


Dr. Walter T. Williamsor, 

A trustee of the American Medical Associa- 
tion since 1920 and chairman of the Boar| 
since June, 1924, died suddenly at his hom 
in Portland, Ore., March 2, death being dw 
to myocardial degeneration and angina pee. 
toris. He graduated from the University oi 
California Medical School in 1877 and _ hai 
lived in Oregon since 1889, where he special: 
ized in nervous and mental diseases. He was 
a prominent member and ex-president of hisff 
State Medical Association represente 
the Oregon State Society in the house of dele- 
gates of the American Medical Association 
for several terms. 


Professor August von Wassermann, 

Director of the Kaiser Wilhelm Institute for 
experimental therapy and professor of inter: 
nal medicine at the University of Berlin, 
lied in Berlin, March 16. He was fifty-nine 
years of age and was one of Germany’s great: 
est medical research men. He was known 
throughout the medical world as the origna- 
tor of the Wassermann blood test. 


Mrs. Leonora C. Trout, 

Wife of Dr. Hugh H. Trout, of Roanoke. 
Va., died at her home in that city on March 
16th, after a protracted illness with leukemia. 
Mrs. Trout was the daughter of Mr. and Mrs. 
Charles H. Cocke, of Hollins, Va., and a 
graduate of Hollins College. In addition to 
her husband, Mrs. Trout is surved by three 
children. 


wH 
1 
ph 
gE 
sid 
j sy) 
ha 
Bo 
in 
og 
du 
afi 
| th 
Wi 
an 
th 
‘Bor 
re 
th 
3 co 
in 
a} 
m 
6st 
he 
is 
lil 
sq 
al 
er 
“ 


